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The right upper quadrant contains some of the 
most important organs in the abdominal cavity. 
Physiologically they have to do with digestion, secre- 
tion and elimination. Pathologically they present 
some of the most serious diseases. So closely are 
they allied anatomically that the symptoms are also 
intertwined as they have the same innervation and 
parent blood supply. 


instances interrelated. 


Their functions are in some 
Naturally the symptom com- 
plex of the organs involved, while varied, has much 
Thus their individual lesions are some- 
The syndromes are 
The inherent difficulties, while well 


in common, 
times most difficult to identify. 
fascinating. 
recognized, are at times only to be overcome by a 
vivid imagination. Well has this region been spoken 
which means that it 
The 
correct interpretation of the several maladies has 
been greatly facilitated by the perfection of the 
X-ray and modern methods and tests of precision. 
Yet the exact determination is at times dependent 


of as “the area of romance,” 
is sometimes the area of diagnostic fiction. 


upon surgical exploration. 

This brief consideration will only take up the 
A.B.C. of diagnosis with a few other outstanding 
alphabetical points. If it can add the vitalizing 
vitamin D of a long and patient investigation, mel- 
lowed by many mortifying mistakes and seasoned 
with some heartening successes, the presentation will 
not be entirely unavailing. 


GALL-BLADDER 

The underlying basis of all accurate diagnosis is 
the carefully taken clinical history and the thorough- 
going physical examination. Most infections of the 
gall-bladder with or without stones, especially the 

‘Read by invitation before the sixty-seventh annual 
meeting of the Medical Society of Virginia at Staunton, 
October 13, 1936. 


former, are so straight-forward that detection is 
easy. The X-ray and Graham test have heightened 
the percentage of accurate diagnosis. 

Gall-stone colic so often occurs when the mother 
is nursing that we always ask the patient, ““How old 
was the baby at your breast when you had your first 
attack of colic?” Gall-stones are due to the high 
cholesterolemia incident to pregnancy. 

When the yellow flag of icterus is displayed it 
puts the guilt on the gall passages. 

Chronic gall-bladder disease is usually manifested 
by sharp attacks of gall-stone colics for a long 
period, followed by chronic dyspepsia, or by chronic 
dyspepsia followed by biliary colic. 

Acute infection is signalized by tenderness, rigid- 
ity, localized pain in the right upper segment, tem- 
On the other hand, 
chronic dyspepsia is caused most frequently by dis- 
eases of the gall-bladder. As a matter of fact, there 


perature, and leukocytosis. 


are sixty per cent more cases of diseases of the gall- 
bladder than of chronic gastric and duodenal ulcer 
combined. Mild attacks of epigastric distress, gas, 
belching, and a sense of upward pressure appearing 
shortly after food or irregularly, coming suddenly 
and lasting a short time, is the most frequent type 
of gall-bladder disease simulating stomach disease. 
Sometimes the pain comes immediately after eating, 
at other times before, and again it may be contin- 
uous. Patients say the pain goes through to the back 
when they have the colic. They indicate it by the 
thumb of the left hand under the costal arch and 
the right hand on the posterior lower thorax—a most 
characteristic gesture. While the pain may spread 
cut over the whole back, it is usually more acute 
under the right shoulder blade. If it is referred io 
the diaphragm, causing spasm and requiring mor- 
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phine, it gives rise to choking and difficult breathing 
with slight cyanosis and radiation to the chest. 

Tender swellings under the right costal arch may 
be a localized peritonitis with or without abscess. 
These formed adhesions, as a rule, protect the 
general peritoneum and it is rare that a general 
peritonitis ensues. Subsidence is the rule in the 
acute gall-bladder tumor, although occasionally 
local suppuration requires evacuation. One should 
content himself as a rule with the letting of pus and 
not undertake the more formidable operation of ex- 
tirpation of the gall-bladder or even the removal of 
stones under those circumstances. 

Gangrene of the gall-bladder constitutes a very 
urgent menace in the right upper quadrant. In 
hospitals with large emergency services it has been 
observed that nearly a fourth of their cases of acute 
cholecystitis are associated with gangrene. While 
the ordinary cholecystitis is not the subject of emer- 
gency operation, gangrenous cholecystitis, with its 
heightened evidences of severity, comprises about 5 
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per cent of gall-bladder invasions in these hospitals. 
A quick and relatively safe method in dealing with 
this murderous type of diseased gall-bladder is to 
simply exercise the gangrenous wall and allow the 
attached portion of the gall-bladder, which is usually 
not gangrenous, to remain in and utilize it as a 
tube around which the catheter in the cystic duct can 
be closed. This method prevents the bloody and 
dangerous detachment of the remaining portion of 
the gall-bladder from the liver. The mucous mem- 
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brane can be destroyed either by electric radio | sop 
or by carbolic acid followed by alcohol. It ©; a 
safe and quick method of disposing of the gan zre- 
nous wall without removing it from the liver bed 
with its difficulty and danger. 


JAUNDICE 
The presence of jaundice carries the investigation 
at once to the right hypochrondrium. Is it hepatic? 
Is it obstruction of the common duct? Is it intra- 
ductal or extraluminal? If the latter, it means that 
the lesion is probably in the pancreas. If the stone 
is in the common duct, the gall-bladder is not en- 
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larged except in 16 per cent of the cases, the reason 
being that most cases that have been permitted to 
go until the stones obstruct the duct are associated 
with such a degree of chronic, thickened cholecystitis 
that distention of the gall-bladder is impossible. 
When the gall-bladder is distended it means in 86 
per cent of the cases that the pressure is from with- 
out, such as cancer of the head of the pancreas. The 
Van den Bergh direct immediate reaction means ob- 
struction, as a rule. While the degree of icterus can 
be easily determined in the laboratory, the jaundice 
in a good light that is not artificial, will, in obstruc- 
tion due to stones sometimes vary in intensity from 
day to day; in pernicious anemia the imitation jaun- 


‘dice is really a lemon color, whereas in cancer of 


the pancreas with constant pressure on the common 
duct it is a deep unvarying mahogany color. 
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STONE IN THE CoMMON DucT 

Descent of: the stone in the common duct with 
obstruction and jaundice means ten times the op- 
eritive mortality that is obtained where the stone is 
in the gall-bladder. This is a cogent argument 
against carrying around gall-stones indefinitely when 
known to be present. They betoken no good and 
so many complications can and will occur. Opera- 
tion in acute obstruction of the common duct had 
better be postponed as the obstruction often gives 


Cystic duct 


Fig. 3. 


way and is not immediately dangerous, and the op- 
eration can be done at a later period with relative 
safety even though the jaundice does not disappear. 
The danger of hemorrhage from operations in the 
presence of jaundice can be mitigated by transfusion 
and glucose intravenously, both before and after op- 
eration. The two desiderata in operations of the 
common duct are adequate exposure and absolute 
empyting of the common duct. 


ENLARGEMENT OF THE GALL-BLADDER 

If palpable, the gall-bladder must be very con- 
siderably distended. The distention usually is due 
to cystic duct obstruction which, when permanent 
and chronic, often allows the gall-bladder to remain 
large, palpable, painless, and on occasion I have 
seen examples where the gall-bladder could be 
pushed entirely up under the ribs. The bile is ab- 
sorbed and the hydrops of the gall-bladder with its 
clear mucus remains. If infection occurs in the be- 
ginning, one has acute empyema with the localized 


tenderness of great exquisiteness and the general 
signs of inflammation and leukocytosis. This may 
exist for a number of days and extension of infec- 
tion outside of the gall-bladder invites adhesions 
with extensive enlargement that is palpable, tender 
and slow to subside. 


CHRONIC DUODENAL ULCER 
In chronic duodenal ulcer the pain is clock-like 
Lord Moynihan has described it 
Night pain 


in its regularity. 
as triple rhythm—food, comfort, pain. 
awakening the patient and relieved by soda or a 
cracker or a glass of milk, is most characteristic. 
Ulcer has a spring and fall incidence—pain before 
meals rather than after meals, associated with eruc- 
tation, fullness, belching, hematemesis in one out of 
five cases, or melena and the characteristic food or 
soda relief. 

A skillful X-ray examination, properly inter- 
preted, shows the filling defect or crater in 95 per 
cent of the cases. 


Gastric ULCER 

About one-third of the cases of gastric ulcer have 
characteristic day-by-day symptoms. Only one- 
third of the cases of duodenal ulcer that are diag- 
nosed come to operation, but with the improved 
medical and dietetic regimen many can be cured. 
With gastric ulcer, however, on account of the like- 
lihood of malignant degeneration, operative excision 
should always be practiced. 

When the history and the X-ray findings are at 
variance, the physician should check up the patient 
again and the X-ray man should make another set 
of plates. 


PERFORATED DUODENAL ULCER 

The most dramatic and portentous lesion in the 
right upper side is perforation of a duodenal ulcer. 
It is a most dreaded catastrophe. If not correctly 
diagnosed it is tantamount to signing the patient’s 
death sentence. It is not a diagnosis that can be 
postponed over night. Operation after the first eight 
hours is usually unavailing. Perhaps it is un- 
heralded except by occasional attacks of pain in that 
side lasting a short time. The patient is suddenly 
seized with agonizing pain requiring at times a half 
grain of morphine at a dose; there may or may not 
be vomiting but the prostration is very great and 
the abdomen at once becomes board-like which is 
extremely characteristic of a perforated ulcer with 
quickly ensuing generalized peritonitis. These cases 
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are not to be confused with acute gall-bladders or 
even an acute appendix because of the great sev- 
erity of the onset and the marked early board-like 
rigidity. The fluid often gravitates into the right 
iliac fossa and simulates appendicitis. The surgeon 
should not be beguiled into removing the appendix 
when its appearance does not fully explain the gen- 
eral condition. The incision should be at once pro- 
longed for an adequate expcsure of the duodenum 
and under spinal anesthesia the abdominal incision 
can be elevated easily to visualize the duodenum. 
Sometimes only a small quantity of bile-stained, 
glairy mucus guides one to the opening which can 
so readily be closed. If the patient is operated upon 
within the first eight hours the results are extremely 
satisfactory and curiously enouzh very few of them 
ever have any further digestive trouble whatever. 


CANCER OF THE HEAD OF THE PANCREAS 


This growth, though too small for palpation, often 
declares itself by enlargement of the gall-bladder 
due to pressure and manifested by painless jaun- 
dice in an elderly person. The most striking symp- 
tom is intolerable pain in the back together with 
the harrowing itching which complicates any type 
of jaundice and which, in the language of the pa- 
tient, is terrifying. Curiously enough, that adjec- 
tive in the patient’s description of his symptomatol- 
ogy is only applied to itching. 

There are only two mitigating facts in connection 
with jaundice caused by enlargement of the pan- 
creas. First, all enlargements are not malignant, 
as a chronic pancreatitis will subside after removal 
of gall-stone, although the surgeon diagnosed it as 
carcinoma. This is one of the most gratifying ex- 
periences in surgery. The second hopeful thought 
is, in case of carcinoma of the head of the pancreas 
and near the ampulla, by a most elaborate opera- 
tion cancer there can be given the same radical treat- 
ment that cancer elsewhere has received. 

At the first stage of the operation the diagnosis is 
confirmed by palpation and a_ posterior gastro- 
enterostomy is done and then the common duct is 
ligated and divided below the cystic duct and a 
cholecystogastrostomy is done. About three weeks 
later, at the second operation, the descending part of 
the duodenum and all of the head of the pancreas, 
along with the common duct, are removed. ‘The 
pancreatic ducts are ligated. The operation is most 
successful in cases of carcinoma of the ampulla of 
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Vater. Twenty cases from 1925 to 1935 were  |- 
lected by Whipple, one of whom lived eight yeas. 


CANCER OF THE STOMACH 


Certain neoplasms of the pyloric end of the stom- 
ach cause tumefaction in the right superior quad- 
rant. While one finds most large tumors inoperabie, 
it should not be so considered without exploration. 
Tumor at the pylorus fortunately gives rise to o)- 
struction so early that the ensuing vomiting cails 
early attention to the complaint and if the swelling 
is palpated may lead to an earlier recognition of the 
lesion than if it had been situated in the mid-portion 
of the stomach. Moreover, the nearer the mass to 
the pylorus the more frequently can resection be 
followed by end-to-end anastomosis, so-called Bil- 
roth number one, which is ideal in cases suitable for 
this type. 

Approximately one man in forty-five, who is forty- 
five, will die of cancer of the stomach. There are 
two types of symptomatology in cancer of the stom- 
ach. The first group are those who have been pre- 
viously well, without any stomach trouble, who 
rather suddenly have pain and discomfort within 
the stomach with loss of weight and aversion for 
food. In these cases cancer comes like ‘‘a bolt from 
the blue.” ‘The second group are those who have 
had stomach trouble for a long time manifested by 
pain before meals but relieved by food and coming 
in spells that are seasonal, all of which betokens 
ulcer. Finally, the particular spell becomes pro- 
longed, is not relieved by food or the alkalies or the 
usual remedies. Those cases are extremely sugges- 
tive of cancer having developed upon a long existing 
ulcer. It is difficult to demonstrate but is the gen- 
eral belief that a very considerable portion of can- 
cer of the stomach do develop upon an ulcer base. 
This fact should make one suspicious, to the end 
that the ulcers may be determined by X-ray early. 
Surgeons have unanimously come to practice exci- 
sion of a stomach ulcer because of its proneness to 
degenerate into malignancy if only a side-tracking 
operation like gastro-enterostomy is performed. In 
fact, it has been reported by insurance statistics that 
twice as many persons die after having had that 
type of operation from the ulcer which is left than 
men of the same age group would die, which means 
that it probably is a result of cancer coming up sec- 
ondarily even after gastro-enterostomy has been per- 
formed. 
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if resection of gastric cancer can be accomplished 
ith a 10 per cent mortality and give a 25 per cent 
spect of five-year cures, is it not quite worth the 

rt in view of the 100 per cent mortality which 
the other alternative? Balfour reported on 128 
ases of operation for cancer of the stomach during 

ten-year period, who subsequently remained alive 

id well for ten years. These 128 cases represented 
a 20 per cent cure of all of the cases operated on 
for cancer of the stomach in that ten-year period. 
Moreover, he reported another series of cases with 
a mortality of 5 per cent, which is a mark that 
should be striven for. 


CARCINOMA OF THE HEPATIC FLEXURE OF 
THE COLON 

Cancer of the hepatic flexure of the colon often 
manifests itself by pain and tumefaction in the right 
upper quadrant. The pain, like the pain through- 
out the colon in the presence of malignancies, is 
often in the epigastrium and frequently thought to 
be due to the stomach until careful differentiation 
is made. It has been said that pain in the ab- 
domen is more suggestive of colonic disease than 
it is of gastric. Carcinoma is most prone to affect 
the flexures. The hepatic cancer is more easily ac- 
cessible than the splenic flexure on account of its 
high attachment up under the costal arch which is 
never palpable and rarely recognized until obstruc- 
tion occurs in practically all of the cases. The 
tumefaction of cancer of the hepatic flexure has 
many lesions in the right side from which it must 
be differentiated. Here X-ray has its triumph. 
Roughly speaking, one-third of the gastro-intestinal 
carcinomas are in the colon and probably about 
one-sixth of these are in the hepatic flexure. 

A most striking concomitant of lesions in the 
right half of the colon is the very grave secondary 
anemia. It is not uncommon to see the hemoglobin 
as low as 30 per cent. Secondary anemia, therefore, 
of that severity should at once suggest carcinoma 
of the colon, ascending or hepatic flexure. 

Fortunate is the man whose tumor can be pal- 
pated by himself or that is discovered upon his first 
consultation. The right colon holds cancer a long 
time without metastasis on account of its lack of 
metastasizing lymphatics. There is no more favor- 
able site in the body for permanent cure than cancer 
of this area. 

A barium enema should be used with any sug- 
gestion of chronic intestinal trouble. Unfortunately, 


there is little bleeding and not as much diarrhea or 
constipation or the alternating of these two symp- 
toms in the right side as in the lower colonic tract. 
The chief manifestation of the hepatic flexure is its 
proneness to cause obstruction manifested by cramp- 
ing pains. Unexplained abdominal pain, therefore, 
especially in the presence of tumefaction should de- 
mand a barium enema in the colon, which is tell-tale 
at the site of the filling defect. 

Inasmuch as practically one-third of all the can- 
cers of the colon when first seen by the surgeon are 
either completely or partially obstructed, it renders 
a two stage operation almost imperative. First, the 
junction of the terminal colon and terminal ileum, 
with the transverse colon and ileostomy above the 
anastomosis in one stage is done. In two or more 
weeks it is followed by the removal of the entire 
right half of the colon, including the hepatic flexure. 
This is the most satisfactory operation and is at- 
tended with almost a half of the risk which is ob- 
tained in a primary complete resection without pre- 
liminary drainage. 

SUBDIAPHRAGMATIC ABSCESS 

Perhaps the most desperate of the acute conditions 
in the right upper quadrant is the abscess under the 
diaphragm above the liver or occasionally under- 
neath the liver and also extending above it. These 
not only follow perforation of the gall-bladder and 
duodenum but on the whole are more often the re- 
sult of infection from appendiceal operations in the 
presence of infection. These cases manifest a def- 
inite clinical temperature chart with elevation as 
high as 103 daily, often following chill. They come 
on some days or weeks after the appendicitis opera- 
tion. X-ray is valuable in showing the marked ele- 
vation of the diaphragm on account of the large 
quantity of pus under it. Formerly our death rate 
was very high, even with operation, as many of them 
were associated with peritoneal soiling or had to be 
operated upon transpleurally in two stages which 
was a considerable undertaking. The method of the 
incision of Ochsner of Tulane, with the removal of 
the last rib on the right side, admits one almost di- 
rectly into the area above the peritoneal reflection 
and below the diaphragm so that the average sub- 


phrenic abscess can be very satisfactorily and safely 


evacuated by this incision. 
TuMors OF THE KIDNEY 
Tumor of the kidney is manifested by a mass in 
the right upper quadrant with hematuria associated 
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with pain. This trio will make the diagnosis in the 
majority of cases. It can be supported by an intra- 
venous pyelogram showing the deformity of the 
pelvis of the kidney. If in doubt routine urologic 
examination with cystoscopy and injection pye- 
lography from below is indicated. 

Fully seventy-five per cent of malignant tumors 
are so-called hypernephroma. They are palpable in 
two-thirds of the cases. They may be quite symp- 
tomless until the mass is discovered. Dull aching 
pain in the loin has been recorded in about forty per 
cent. On the right side the tumor may, when small, 
become confusing. When the advent of hematuria is 
noticed, tumor of the kidney must be suspected until 
disproven although the tumor can nearly always be 
felt by the time the hematuria is first noticed. The 
best way to palpate the tumor, even though small, is 
to let the patient lie upon the unaffected side. This 
we have constantly practiced for movable kidney, 
which can be discriminated from all other types of 
lesions by the ability to hold it down in the pelvis 
after it is forced from under the ribs by deep in- 
spiration. The thin ptotic woman with a movable 
kidney can demonstrate it by lying on her left side, 
with considerable ease and occasional glee. 

A pyelogram shows almost a constant deformity 
of the pelvis and major calices. It is rare for tumor 
of the kidney to be associated with a normal pye- 
logram. Intravenous pyelography is so simple and 
safe and trustworthy that it would be a good rule 
to employ it in all cases of palpable kidney other 
than the movable type in Glenard’s disease. 

The smaller growths can be removed through the 
lumbar incision, but the anterior approach should 
be employed in the larger growths. 

In our series of twenty-one nephrectomies for 
hypernephroma, approximately one-third of the 
cases have attained the five-year cure although eighty 
per cent of them ultimately died of recurrence. 

Hydronephrosis is so insidious and deceptive that 
many unnecessary abdominal operations have been 
done for pain when the hydronephrosis was not 
diagnosed. They often have absence of urinary 
symptoms but pain referred to the right upper quad- 
rant. 

AMOEBIC ABSCESS 

Though rare, amoebic abscess of the liver occurs 
in about one case out of seven who have amoebic 
dysentery. A patient who has a history of dysentery 
associated with pain in the right upper quadrant 
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reflected to the shoulder, with temperature, swea s, 
loss of weight, moderate leukocytosis, may con i- 
dently be said to have an amoebic abscess of tue 
liver, usually solitary. 

Administration of emetin together with aspiration 
of the abscess rather than open drainage gives a very 
satisfactory result. The mortality is less than eigit 
per cent. 


RIGHT PLEUROPNEUMONIA OR DIAPHRAGMATIC 
PLEURISY 

A wary clinician will always suspect implication 
of the pleura in the presence of acute abdominal 
pain if there is an initial chill and the temperature 
is higher than should be expected. The examining 
fingers should be gently insinuated under the costal 
arch to locate any spasm. The patient should be 
asked about pain on top of the shoulder and 
hemoptysis. In fact, a chest examination for early 
crepitation is advisable in all acute inflammatory 
conditions in the abdomen. In children one should 
be especialiy solicitous and seek for the physical 
signs. It requires astuteness and care to determine 
if vomiting with abdominal pain and rigidity is an 
appendicitis or a beginning pneumonia in a child. 


CORONARY OCCLUSION 


This should be thought of in patients with severe 
epigastric pain associated with marked shock and 
great restlessness. Newspaper deaths of acute indi- 
gestion in elderly men ill too few hours nearly 
always mean coronary occlusion. In the beginning 
of attack a tablet of nitroglycerin under the tongue 
will give substantial relief in the cardiac lesion in 
contra-distinction to gall-bladder and pancreatic or 
other acute lesions. In those conditions character- 
ized by colic, the patient will writhe around and 
even walk about, whereas those with cardiovascular 
conditions will not have to have quiet enjoined upon 
them. 


OTHER BIzARRE CONDITIONS 

Gastric syphilis, intestinal allergy and gastric 
crisis should always be considered and also epigas- 
tric hernia, any one of which may simulate the more 
frequent lesions. The last diagnosis to consider is 
the vague neurosis and the so-called nervous dys- 
pepsia, but it is a diagnosis that should always be 
thought of. The ubiquity of the neuropath must 
never be forgotten. He may have organic disease 
but his nervous symptoms are not due to organic 
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cisease and cannot always be cured when that is 
corrected. A burning pain is usually nervous in 
origin and therefore persists in spite of operation. 
if one is unwise enough to operate on a neurotic for 
-o-called cholecystitis, it will entail a great deal of 
subsequent correspondence. 

Osler, in concluding his illuminating monograph 
on Abdominal Tumors, quoted Traube, the true 
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Asclepiad, who when acknowledging some error, 
would say in a soft meditative manner as if gently 
reproaching himself—Have we carefully observed 
all the facts of the case? Yes. Did the art permit 
of a judgment of the facts under consideration? 
Yes. Did we reason correctly upon the data before 
us? No. Wir haben nicht richtig gedacht. 
340 Doctors Building. 





SURGERY OF THE 


THYROID GLAND.* 


J. M. Emmett, M. D., 
and 


A. E. Lone, M. D., 
Clifton Forge, Va. 


The experience gained from the management of 
thyroid patients is essentially the same regardless 
of the locality of these patients. Naturally there 
would be a predominance of nodular or adenomatous 
goiter where endemic goiter is prevalent. 

It will be my desire not to burden you with the 
volume of statistical information nor will I attempt 
to review the literature. During recent years thor- 
oughly qualified writers have written abundantly on 
this subject. We feel that more progress has been 
made in the study of thyroid disease and its treat- 
ment during the past twenty years than was made 
If I am al- 
lowed to record certain practical observations and 


for any fifty-year period previously. 


applications of this subject, I shall be satisfied. 
Our experience has been established from an asso- 
ciation with a relatively small group of patients. 
Even compared with our own work, our group of 
thyroid patients has been small. Though this group 
of patients has been limited, they have proven a 
We feel that 
group of patients we have learned certain facts which 
have better enabled us to treat patients presenting 
Any numerical 


real interesting problem. from this 


themselves with thyroid disease. 
mention of these patients will be made only with 
the idea of coordinating our efforts. 

It hardly behooves us to enter seriously into the 
argument of the classification of patients with toxic 
symptoms. We feel rather definitely that nodular 
goiter and exophthalmic goiter are distinctively dif- 


ferent problems. For practical purposes and as a 





*Read before the sixty-seventh annual meeting of the 
Medical Society of Virginia in Staunton, October 13-15, 
1936. 


working basis we have group our thyroid patients 
as follows: 


fl* . . o 
simple hyperplastic goiter of 


adolescence. 
colloidal goiter. 
Endemic goiter{ simple adenomatous or nodu- 
lar goiter. 

toxic adenomatous or nodu- 
lar goiter. 





Exophthalmic or toxic hyperplastic goiter. 
Malignant goiters, tuberculous thyroids and 
Riedel’s stroma. 

It is true that many of the cardinal manifesta- 
tions of hyperthyroidism are common to the two 
types of toxic goiter. A careful review of our own 
patients convinces us that less than 25 per cent of 
our patients with toxic adenomas (diagnosed clin- 
ically and checked pathologically) show any im- 
provement after the use of iodine therapy and even 
then such patients show a mild amelioration of the 
toxic sypmtoms. The improvement is not clear cut 
and apparent. In our exophthalmic group more 
than 93 per cent have shown a definite, concise and 
positive response to iodine. I do not feel that we 
have any need to fear the administration of iodine 
to patients suffering with toxic adenomas provided 
that such patients are under constant observation. 
Further clinical evidence of the presence of the two 
definite and different clinical problems is found in 
the relative frequency of recurrence of toxic symp- 
toms in patients operated upon for exophthalmic 
goiter (2-4 per cent) whereas there is rarely ever 
seen a true recurrence of toxic symptoms in pa- 
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tients operated upon for nodular goiter, granting 
that the usual subtotal thyroidectomy was done at 
the preliminary operation. 

Much has been written about the age incidence 
of the various types of toxic thyroid patients. I 
have recently operated upon a child of seven years 
of age with a malignant foetal adenoma of her 
thyroid and in the past year I have operated upon 
a patient eight years old with a violent toxic exoph- 
thalmic goiter. Our oldest patient operated upon 
for an exophthalmic goiter was seventy-six years of 
age. He gave a history of toxic symptoms for only 
five months previous to his visit to us. We have 
found, however, that the greatest volume of our exoph- 
thalmic cases are relatively young, whereas our 
toxic adenomas do occur more frequently in later life. 

The basal metabolic rate is of material value in 
arriving at a diagnosis of hyperthyroidism of either 
type. Our basal metabolic readings have been about 
fifteen points higher in our exophthalmic group than 
has been observed in our toxic adenomas. Of 
course the rate varies with the obvious intensity 
of the thyroid intoxication. We are beginning to 
appreciate the value of Dr. Lahey’s statement many 
years ago that the “basal metabolic rate was a fair 
indication as to the thyroid toxemia of a patient, 
but it was a poor guide as to the operability of pa- 
tients.” Toxic patients who have a relatively low 
basal metabolic rate, but who fail to gain weight 
and who persist with a primary tachycardia are a 
poor risk for surgery. Particularly is this observa- 
tion made in our aged patients because it is in this 
group of old patients that the apathetic goiters are 
most prone to occur. 

Attention was recently called by Dr. H. H. Searls 
to a group of patients suffering with symptoms 
characteristic of toxic adenomas, but in whom there 
was a well-defined hypothyroidism. This group of 
patients were ordinarily found to have either a nor- 
mal or subnormal basal metabolic reading. Fol- 
lowing the removal of the adenoma, these toxic 
symptoms have completely subsided and in many 
instances the basal metabolic rate has been observed 
to rise. We have seen this picture present a num- 
ber of times and our results following surgery of 
the thyroid in these cases has been gratifying. I 
don’t know that any authentic pathological explana- 
tion has been developed to explain this phenomena. 
It has been suggested that the pressure of the 
adenoma diminishes the normal thyrcid function 
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and that the presence of the adenoma with its ow. 
secretion is hardly adequate to take care of the suy - 
pressed inert thyroid tissue. 

All surgeons who handle thyroid patients appr: - 
ciate the value of iodine in the preparation of exoph- 
thalmic goiter patients for surgery. It has been 
recently stated that iodine is of value in the perma- 
nent treatment of certain mild hyperplastic thyroid 
glands. It is my judgment that this group of pa- 
tients with mild thyroid imbalances would hardly 
have been treated surgically in the hands of ex- 
perienced thyroid surgeons. The majority of them 
would, I think, have been handled by instituting 
complete physiological rest. I am convinced that 
the practitioner, with rare exception, has misunder- 
stood the orthodox indication for the use of iodine 
in the treatment of exophthalmic goiter. Experi- 
mental work and clinical observation will convince 
the most determined skeptic that the sole use of 
iodine in the treatment of exophthalmic goiter lies 
in its application as an agent for the preparation 
of patients for thyroidectomy. It is to be employed 
in association with other valuable measures of prepa- 
ration. Since Dr. Plummer’s original work was 
published relative to the use of iodine in the pre- 
liminary treatment of exophthalmic goiter, fewer and 
fewer toxic thyroid patients are presenting them- 
selves for treatment who have not already had a 
course of iodine therapy. It is recognized that the 
greatest response to iodine in exophthalmic goiter 
is manifest during the preliminary stage of its 
treatment. 

Our experience with the use of iodine in patients 
with toxic adenomas would indicate that the course 
of these patients is ordinarily not changed by the 
iodine therapy. We have seen an occasional case 
whose symptoms seemed exaggerated by iodine. 
That is, the basal metabolic rate has gone up, the 
nervousness and tachycardia have been more pro- 
found during the stage of physiological rest. When 
iodine was withdrawn, the surgical preparation has 
been satisfactory. Probably 25 per cent of our toxic 
nodular goiters have shown some beneficial effect 
after iodine therapy. 

As valuable as has iodine been as an agent in 
the preparation of exophthalmic goiters for surgery, 
I feel that possibly its general adoption has some- 
times been unfortunate. The beautiful improve- 
ment so apparent in the early stages of the treat- 
men: of exophthalmic goiter by the administration 
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iodine has sometimes given patient and surgeon 
like a false.sense of security. In some instances 
improvement has been interpreted to mean that 

ich patients would stand massive and complete 
irgery. Occasionally disastrous results have en- 
ued. 

Nothing has come to my knowledge that has sup- 
planted the multiple stage operation for the sur- 
sical treatment of thyroids when indicated. It is 
not within my power to portray to you the picture of 
the patient who will require ligations, lobectomies 
and limited surgical procedure. I have learned by 
sad experience that there does exist such a group 
of patients. 
thyroid patient whose condition suggests some con- 
cern as to his ability to stand surgery should be 
operated upon by the multiple stage method. Cer- 
tainly all of this group of patients should have 
thyroidectomy done in such a manner as to enable 


It is our impression that any toxic 


the surgeon to terminate the operative procedure at 
a few minutes’ notice. The point has been raised 
as to who should make the decision as to the pa- 
tient’s ability to withstand further surgery. In a 
great many clinics that decision has been left to 
the anesthetist and in other instances to the as- 
sociated internist who has assisted in the preparation 
of the case for surgery. 
satisfactory association with my anesthetist who is a 


I have a very happy and 


very capable physician and he has given my thyroid 
anesthesia for seven years. We both agree that the 
operator is best qualified after advice from the 
anesthetist as to when to stop or when to go on 
with further surgery. 

My earliest memory of thyroid surgery was as- 
sociated with discussion of injuries to the abductor 
fibers of the recurrent laryngeal nerves with subse- 
quent paralysis of the vocal cords. I was taught to 
treat with care that portion of the thyroid gland 
which lay adjacent to the recurrent laryngeal nerves. 
In 1932 Roder called attention to the importance of 
preventing injuries to the superior laryngeal nerves 
during thyroid surgery. Since that time we have 
exercised great care in the handling of the superior 
thyroid pole and the number of our patients who are 
annoyed by post-operative tracheal mucus has de- 
creased so decidedly that we feel that a relationship 
between the two factors does exist. The presence 
of this voluminous mucus may be occasioned by 
a resulting anesthesia to the mucous membrane of 
the trachea and accumulation of mucus in the trachea 
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without the ability of the patient to express it. The 
injury may act as a direct stimulant to the mucous 
secretion through the peripheral end of the nerve. 
It may act as a reflect stimulant through the cen- 
tral end of the nerve. 

Much has been written about how much of the 
thyroid tissue should be removed at operation. 
Practical experience has taught us that enough tissue 
should be removed to leave our patients ultimately 
in a mild state of hypothyroidism after their opera- 
tive convalescence. The film of thyroid tissue at- 
tached to the posterior thyroid capsule covering 
the trachea is truly a film. We have had a 3 per 
cent recurrence of toxic symptoms in our toxic hy- 
From our group of nodular goiters 
we have seen no recurrence. The problem as to what 
treatment should be instituted for this group of pa- 


perplastic cases. 


tients with recurrent toxic symptoms after surgery 
has required much thought and attention from the 
profession. The initial response to surgery has or- 
dinarily convinced these patients that further sur- 
gery is not to be feared. 
with mild evidence of recurrent toxic symptoms, we 


In a few of our cases 
have been able to carry them along satisfactorily 
Occasionally they have been able to 
In 


with iodine. 
dispense with iodine ultimately without trouble. 
that group of recurrent cases with enlargement of 
the gland stump, loss of weight and marked tachy- 
cardia, we have re-operated. It will be of interest 
to record that the only group of patients developing 
symptoms suggesting injury to the parathyroid were 
two re-operated upon for recurrent toxic hyper- 
plastic goiters. 

Since our work comes from a goiter belt we have 
naturally seen a considerable number of patients 
with nodular goiters. One of the problems of nodu- 
lar goiter is the frequency with which a nodule is 
found in a sub-sternal location. Many years ago 
we adopted the policy of X-raying the chest of all 
of our thyroid patients prior to operation. It has 
been very impressive that frequently an unsuspected 
case will have a sub-sternal gland. It is most nor- 
mal to overlook some of these sub-sternal glands 
unless they are suspected and search is made for 
their presence at operation. Ordinarily there is a 
bar of thyroid tissue running from the lobe or 
isthmus down to the sub-sternal nodule. On more 
than one occasion, however, we have been unable to 
find any thyroid attachment whatsoever between the 
true thyroid gland and the aberrant lobe. In our early 
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experience with thyroid surgery we feared these sub- 
sternal nodules. As more of these problems have 
been encountered we have found that practically all 
of the sub-sternal nodules may be removed with- 
out difficulty or alarm provided the major thyroid 
gland has been removed for a more adequate ex- 
posure and the superior and inferior poles ligated. 
The major blood supply to the sub-sternal nodule 
comes from above. With a little traction exerted 
upon the sub-sternal nodule by a tractor clamp and 
a careful blunt digital dissection, the gland may be 
elevated without trouble and very little resulting 
hemorrhage. In no incidences have we had to 
expose the sub-sternal space by resection of the 
bony or cartilaginous framework of the upper thorax. 


- Within the past few years we have been greatly 
interested by the reports of work done by Blumgart, 
Levin and Berlin. They have suggested and per- 
formed complete thyroidectomies upon a large num- 
ber of patients with angina pectoris and congestive 
heart failure, these patients not having as a base 
for their heart problem any thyroid disease. The 
operation has been employed to decrease the de- 
mand on the overburdened heart by means of lower- 
ing the metabolic rate by the creation of a state of 
hypothyroidism. Of course they are treating one 
disease by creating another pathological state. En- 
couraged as we have been by these reports from 
Boston, we have treated a considerable number of 
heart cases by performing complete thyroidectomies 
upon them. All of our patients have shown an 
initial improvement in their heart symptoms. A few 
of them have retrogressed into their state of heart 
invalidism. A satisfactory number of our heart cases 
have been greatly benefited by this operation and 
some of them have been able to resume their former 
occupations with modifications. Our results have 
been sufficiently encouraging with complete thyroid- 
ectomy in the treatment of angina pectoris and con- 
gestive heart failure as to warrant our willingness 
to perform this operation with a greater degree of 
frequency. 


DIscussION 


Dr. RicHArD P. BELL, Staunton: There has been such 
an abundant and voluminous literature on thyroid sub- 
jects produced in the last twenty or twenty-five years that 
it is difficult to find any phase of the question that has not 
been covered and re-covered, and it is very hard to write 
or say anything new on this subject. 

However, I think, personal observations and experiences, 
when presented by a man who is experienced, competent 
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and intelligent, are always interesting. For that reaso:, 
I feel that Dr. Emmett’s paper is very much worth whil.. 
He has told us of things he has found himself in his ow : 
practice; he lives in a goiter belt; and we who know 
his splendid work at the Chesapeake and Ohio Hospit: | 
in Clifton Forge, feel that anything he may say on this 
subject is well worth our attention. 

Personally, as one born and reared in a goiter bet, 
and who has spent twenty-five years more or less in prav- 
ticing surgery in this belt, I have always felt a very 
keen interest in the subject of goiter. From my earliest 
childhood I hold a recollection of the large number of 
women I saw on the streets and on our country roads with 
big necks. Whatever it is that produces goiter, we have 
it. Of course, we are beginning to get somewhere on 
that question—what produces it. 

Most of the cases, of course, were women, but there were 
some men. My earliest recollection is of an old Dr. 
Shelton, who then lived next to the public school, and who 
had an enormous pendulous goiter hanging down to his 
umbilicus. I have never since seen anything like it. We 
used to watch for him to come out of his office. Some- 
times he wore the goiter inside his coat, sometimes out— 
dependent upon the weather, I suppose. We boys used 
to wager whether the goiter would be in or out, and 
so some of the first money I made was made “gambling 
on goiters.” 

Looking back over the past twenty-five years and my 
work in trying to treat thyroid disease in this community, I 
am impressed by two or three things: 

I feel sure we are handling thyroid cases to much bet- 
ter advantage than twenty years ago, all over the country. 
There has been a very marked advancement in all 
branches of surgery in that time, but I do not think in 
any branch more pronounced and more marked than in 


thyroid surgery. The reasons are not hard to find. 


First: The type of operation done then and the type 
done now. In the days of lobectomy, no matter how big 


the goiter, we would never take out all the goiter; take 
out one lobe, and the misery of some of these patients when 
they found they still had a part of the goiter was pitiful 
to see. Imagine treating exophthalmic goiter that way! 
We got some results, but we could not have gotten many 
cures, as I look back on it. 

Second: Another advance is that we have metabolic 
rate determination. While that is not one hundred per 
cent indicative of whether or not we can safely operate, it 
is a big help, and it enables us to check on these patients, 
up and down, and operate at what we think is the best 
time, and is undoubtedly a big element in helping us to 
make decisions. 


Third: We have iodine therapy worked out so that 
we know about what it will do. We can take most very 
ill exophthalmic cases and by quick iodine therapy pull 
them along until it is safe to operate. We can take simple 
hyperplasias and cure them. Most of the adenomas that 
we get have already been treated by iodine. I agree with 
Dr. Emmett that, while iodine is of little use with the 
toxic adenomas, it does positive harm to very few of them. 
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jurth: We have much better classification for goiters 


thei formerly. In the old days every man had his own 
cla sification. In 1931, the American Medical Association 
Co amittee on Nomenclature worked out a simple classi- 
fication: Two main classes, hyperplastic and nodular, and 
these then subdivided into two classes each, toxic and non- 
toxic. Unusual things, like carcinoma, tuberculosis and 
Ricdel’s struma, were not included. 

So, for all these reasons, we are handling these cases 
much better than twenty years ago. There are also fewer 
cases to handle. That has come about by prophylaxis. 
Since Dr. Kimball, in 1917, started his monumental ex- 
periment of giving school children sodium iodide in Akron, 
this being followed up in Cleveland and elsewhere, there 
are not nearly as many goiters in young people visible 
on the streets of goiter sections as there were formerly. 
Not as many operations are being done in most goiter 
centers. McClure reported a sixty per cent drop in the 
number of thyroidectomies in seven southern Michigan 
hospitals in 1933 as compared to 1927. 


Dr. W. D. Haccarp, Nashville, Tenn.: Dr. Emmett’s 
paper was very informative and complete. I was also 
interested in the personal recollections of Dr. Bell. When 
the surgery of goiter was being developed, we were con- 
fronted with some very large goiters. I had such a con- 
siderable number of them that I was emboldened to write 
a paper on what I called colossal goiter. One does not 
see many of them now. In one case particularly, one of 
my colleagues had more faith in my ability than I had in 
myself—the goiter actually weighed five pounds. I lost 
the patient from too much hemorrhage. That was before 
the days of transfusions. The veins were as large as 
one’s little finger. 

Dr. Emmett warned against the indiscriminate use of 
iodine. Iodine is excellent in the preparation of cases but 
not for treatment of the exophthalmic or toxic cases. It 
will give a striking primary improvement but will soon 
lose its effect and become harmful. It will not cure. 

I have seen many examples where cases were made toxic 
by iodine as a treatment. Elderly women given iodine for 
a long time will become toxic—so-called iodine-Basedow. 
About twenty per cent of these cases of adenomas become 
toxic any way. Some cases of exophthalmic goiter are 
iodine-fast. We were so impressed with the cases that 
became toxic from iodine stimulation and so many cases 
of exophthalmic goiter made worse by the misuse and 
continued use of iodine that I wrote a paper on “The 


Danger of the Routine Use of lodine in Goiter except as a 
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Preparation for Operation.” After prolonged use of iodine 
the patient will not respond to its use when it is needed in 
lowering the metabolic rate and pulse rate before opera- 
tion. They had been robbed of the virginal effect of the 
iodine. We noted many people who had been given iodine 
for months and almost years and they were very difficult 
to handle. It has taken many months to prepare such 
cases with X-ray, bed rest, etc. Those cases, as a result 
of having had iodine so long that it has lost its value as 
a short preparatory method, have to be done in multiple 
stages. 

In the early days we did all of our bad cases in stages. 
We had some cases to die from simple ligation. These 
patients were like Leyden jars—supercharged—any shock 
would precipitate an acute thyrotoxic fever and some- 
times a fatal result. We heard of patients who dropped 
dead on the way to the operating room from this condition. 

Inasmuch as a very considerable portion of nodular 
goiters will and do become toxic, with or without iodine, 
what does it profit a person to carry a goiter around until 
it does become toxic? The truth is that the toxic goiter 
has a larger death rate than the exophthalmic goiter. This 
may be explained by the fact that these patients are on an 
average fifteen years older, i. e., about forty-five, and 
often have the chronic degenerative changes incident to 
that age. 

Physicians are apt to be beguiled in the fact that the 
case is not frankly exophthalmic and we do not approach 
it with the same degree of prompt recognition and solici- 
tude that we do the full-blown exophthalmic case. Hence 
the higher death rate from toxic adenomas. In a review 
of 1,000 operations for goiter in my clinic published three 
years ago there were 231 cases of toxic adenoma with a 
mortality of 3.46 per cent, whereas in 309 cases of non- 
toxic goiter there was no mortality. 

We may assuredly say that a person has no business to 
carry around a goiter indefinitely. There is no doubt but 
that goiter does have a definite tendency to cause degen- 
eration of the heart muscles and consequently we should 
anticipate that by earlier operation. 

Hertzler, practicing in a small community for four 
decades, observed that practically all the cases of un- 
operated goiter eventually die of cardiac disease. That 
is a stirring observation and should demand surgical in- 
tervention in the majority of these cases while it is rela- 
tively safe and simple. 

Dr. EMMETT, closing discussion: I have nothing further 
to say except that I wish to express my gratitude to Dr. 
Bell and Dr. Haggard for discussing this paper. 
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BRONCHOSCOPIC OBSERVATION OF LARYNGO-TRACHEO BRONCHITIS IN 
CHILDREN WITH OBSTRUCTIVE DYSPNEA.* 


E. TrIstE GATEWoop, M. D., 
Richmond, Va. 


In presenting this paper I wish to emphasize the 
fact that laryngo-tracheo bronchitis with obstructive 
breathing is neither rare nor new. The disease is 
infrequently recognized and sometimes treated as 
diphtheria, foreign body or pneumonia. 

My first known experience with this disease was 
in 1927 when I treated an intensely interesting 
case which I followed to the autopsy table. Review 
of the literature pertaining to this infection reveals 
scarcely anything prior to 1920. Since this period 
scattering reports have been appearing with increas- 
ing frequency. 

Baum has written much on the subject. 
ported twenty-four cases of a severe type, in a very 
comprehensive paper 1928, which required 
tracheotomy or bronchoscopic aspirations. Gittins 
has written extensively on the subject. He reported 
fourteen cases in 1926 and stated there was reason 
to believe that many non-diphtheritic cases were be- 
ing treated as diphtheria. In another paper pub- 
lished in 1932 he added ten cases and, at the same 
time, emphasized the ease with which this condition 
may be mis-diagnosed. 


He re- 


in 


SPECIAL CHARACTERISTICS OF THE DISEASE 


Laryngo-tracheo bronchitis is chiefly limited to 
infants and very young children. The most pre- 
valent age is from one to three years. Smith re- 
cently reported a group of cases with over 50 per 
cent of the number under two years of age. It is 
likely that older children are afflicted with this in- 
fection, but the structures involved are less vulner- 
able to swelling and obstruction. 

Infants and very young children possess the great- 
est abundance of loose cellular tissue in the sub- 
glottic region of the larynx and, because of this 
fact, swelling and infiltration quickly develop. Sec- 
ond, the very small bronchi in young children be- 
come easily occluded with the characteristic masses 
that form in this disease. If the larynx is chiefly 
involved at the onset there is frequently insufficient 
inspired air to cough out the fibrinous exudate that 
becomes semi-dried and plugs the small tubes. 


*Read at the sixty-seventh annual meeting of the Med- 
ical Society of Virginia in Staunton, October 13-15, 1936. 





Baum states that in severe cases with obstructive 
breathing the patient may be free of fever, which 
is due to lack of oxygen in the blood, although the 
temperature invariably rises as soon as the obstruc- 
tion is relieved. Cough is usually absent and, if 
present, it is non-productive. Hoarseness is not a 
constant symptom as the pathologic involvement is 
in the subglottic area rather than the vocal region. 

The mortality rate is peculiarly high, being given 
by various observers as from 35 to 70 per cent. 
When bronchial obstruction dominates the picture, 
the condition is exceedingly serious. If the obstruc- 
tion is mainly laryngeal and there is no association 
with atelectasis mechanical relief is reasonably cer- 
tain, and the prognosis is good. 


BACTERIOLOGY AND PATHOLOGY 


The bacteriology of this disease is not unlike the 
common respiratory infections. Streptococcus hemo- 
lyticus is ascribed by most observers as the primary 
cause. It is most often found in pure culture or it 
usually predominates. Staphylococcus, pneumococcus 
and influenza bacillus are sometimes found in con- 
junction with streptococcus. However, time may 
prove that a filterable virus is the activating agent. 
The German school contends that the dyspneic symp- 
toms of respiratory disease are in proportion to 
the virulence of the infection. Other observers re- 
gard the disease as a clinical entity. Jackson says, 
“Except as to rash the malady has almost as much 
claim to clinical specificity as scarlet fever.” The 
pathologic changes that occur in this disease may 
be equally distributed in the larynx and bronchi. 
In other cases, the lesion may be more pronounced 
in one organ than the other. 

The laryngeal form shows subglottic stenosis 
which is caused by swelling and infiltration. There 
is no membrane or ulceration. The vocal cords are 
less involved and the voice may be little affected. 
Bronchoscopic examination of the mild bronchial 
type shows excessive redness of the mucosa and 
abundant muco-purulent secretions. In the progres- 
sive, advanced form, thick, grayish, semi-dried 
masses are seen partially occluding the bronchial 
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tubes. The trachea may or may not show accumu- 
late’ secretions; and, at times, it may appear dry 
Atelectasis may be present in varying 
frequently a terminal 


and elazed. 
degrees and pneumonia is 
condition. 


SYMPTOMATOLOGY AND DIAGNOSIS 

The symptoms of this disease are frequently 
variable. The onset may easily simulate diphtheria 
or simple bronchitis and, again, the disease may be 
announced with a wheezing and dyspnea simulat- 
ing a typical case of foreign body in the bronchial 
tree. The mild form usually manifests symptoms 
such as fever, cough and slight obstructive signs that 
will respond to expectant treatment. Yet there are 
others that begin in the same manner and gradually 
progress to the stage of urgent dyspnea, rapid pulse, 
pale cyanosis, restlessness and refusal of food and 
fluids. Direct inspection of the larynx with the 
Jackson laryngoscope will usually reveal the pres- 
ence of a membrane if the condition is diphtheritic. 
If no membrane is seen and there is subglottic in- 
filtration, a non-diphtheritic condition may be as- 


sumed. During this inspection it is advisable, how- 
ever, to take uncontaminated cultures from the 
larynx. Due to the presence of membrane on the 


cords in diphtheria, hoarseness is usually present, 
which is in contrast to subglottic lesions. Semi- 
solid plugs are rarely coughed from the bronchi 
and expectorated. Roentgen films of non-opaque 
foreign body lesions are only of value in the hands 
of skilled roentgenologists. Yet an atelectasis caused 
by an extraneous foreign body is not unlike a simi- 
lar condition due to an intrinsic plug of exudate. 
When laryngeal symptoms are absent, the obstruc- 
tive bronchial signs may easily be interpreted as 
broncho-pneumonia or, less often, as lobar pneu- 
monia. Bronchial asthma, spasmodic croup, laryn- 
geal edema and thymic pressure (if there be such a 
disease) should be given consideration when examin- 
ing cases with obstructive breathing. 


Case REPORTS 

My known experience with laryngo-bronchitis 
consists of six cases, three of which I will briefly 
report to illustrate different types of pathologic 
involvement. 

Case 1—B. L. R., age fifteen months, admitted 
to hospital July 10, 1931, suspected of having for- 
eign body in the bronchial tree. The mother stated 
that the child had recently developed a cough and 
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Upon ad- 


wheezing and was fretful and restless. 
mission to hospital temperature was 100° and the 
usual laboratory findings were negative. Chest ex- 
showed diminished breath sounds over 
Roentgen films showed slight 
emphysema of left lung, suggesting check-valve ob- 
struction in the left main bronchus. The child’s 
wheezing improved and the temperature was nor- 


amination 
entire left lung. 


Culture was negative for 
Broncho- 


mal on the second day. 
diphtheria and positive for streptococcus. 
scopy was thought inadvisable and the patient re- 
turned home for further observation by family phy- 
sician. Two days later patient’s temperature, wheez- 
ing and coughing increased. He was re-admitted 
to hospital; bronchoscopy was done and no foreign 
body found, though considerable tenacious secre- 
tion was in the bronchial tree. Dyspnea, fever and 
restlessness were more marked the following day 
and a tracheotomy was necessary. I assumed that 
the dyspnea was of laryngeal origin and incidental 
to the bronchoscopy. However, this was not the 
case as the tracheotomy did not relieve the patient 
of the dyspnea. A suction cannula was passed 
through the tracheal opening and thick, greyish 
masses were aspirated with considerable improve- 
ment of respiration. This procedure was repeated 
several times a day, each time semi-solid masses of 
removed. Death occurred on the 


secretion were 


fourth day. Autopsy showed that the bronchi were 
infiltrated and contained semi-solid plugs of secre- 
tion mainly in the left side. The lung showed 
atelectatic areas. 

This case illustrates a gradual onset with pro- 
gressive bronchial involvement and little or no laryn- 
geal sypmtoms. 

Case 2.—M. T., white, male, age two years. Seen 
September 27, 1933, in consultation with the family 
physician who stated that the baby had been under 
his care for one week with symptoms simulating a 
simple bronchitis until the day the child was ad- 
mitted to the hospital. At this time there was a 
moderate amount of labored breathing, fever and 
restlessness with periodic spells of dyspnea and 
cyanosis. Physical examination indicated a col- 
Roentgen films confirmed these 
findings with a shifting of the mediastinal struc- 


lapsed right lung. 


Foreign body was suspected 
and bronchoscopy undertaken. When attempting 
to pass the bronchoscope through the subglottic area 
of the larynx, it was found to be swollen and in- 


tures to the same side. 
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filtrated, thereby obstructing passage. ‘Tracheotomy 
was resorted to and the bronchoscope passed through 
the tracheal opening. The structures were distorted 
and the tubes of the right lung were obstructed by 
thick exudate and infiltration. The secretions were 
aspirated and the child returned to his room. 
Repeated lung aspirations with the catheter intro- 
duced through the tracheal tube were done daily. 
The lung gradually expanded and the child has 
remained well. 

This case illustrates obstructive lesions in both 
the larynx and the bronchi. 

Case 3.—White, male, age three years. Seen 
at home September 30, 1930, suffering with urgent 
The child had been croupy for several 
chest findings, slight fever 

He was awakened on the 
fourth morning with dyspnea that had assumed 
alarming proportions by eleven o'clock. Intubation 
Twenty thou- 
sand units of antitoxin were given. Repeated cul- 
tures for diphtheria were negative. Streptococcus 
The temperature ranged from 
at the 


dyspnea. 
days with indefinite 
and mild hoarseness. 


immediately relieved the dyspnea. 


was always present. 
102° to 103°, gradually receding to 100‘ 
expiration of one week. 

The intubation tube was removed at this time 
and the child developed urgent dyspnea. After giv- 
ing due time for immediate spasm and fear to sub- 
side, it was necessary to re-introduce the tube as 
asphyxiation was apparent. The child was hos- 
pitalized and the tube removed again in five days. 
The patient again developed urgent dyspnea. In 
view of this, it was deemed advisable to perform 
a tracheotomy and allow the larynx absolute rest. 
At the expiration of a week the tracheotomy tube 
was corked and later removed with no apparent 
obstruction. 

Comment.—This patient’s onset was mild, simu- 
lating simple laryngitis or diphtheria. The path- 
ologic accent was entirely upon the larynx. The 
chest never manifested any definite clinical signs. 


* TREATMENT 

The form of treatment is entirely dependent upon 
the severity of the individual case and whether or 
not the difficult breathing is of laryngeal or bronchial 
origin or both. 

Mild or moderate attacks of this disease can 
usually be managed in a conservative manner with 
steam inhalations, ephedrine, high fluid intake and 
stimulants. The administration of narcotics and 
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atropine is strongly condemned as they have an 
inhibiting respiratory influence and a tendenc. to 
dry and solidify the bronchial plugs. 

The type of disease manifesting urgent dys} nea, 
toxemia, restlessness, rapid pulse and exhaustion 
requires either mechanical or surgical aid in addi- 
tion to whatever medical remedies may be indic*ted, 
If the lesion is chiefly laryngeal and there is no 
bronchial plug formation, intubation may be suffi- 
cient to relieve the dyspnea. If, however, atelectasis 
is present which is indicative of a plugged bronchus, 
tracheotomy and bronchoscopic removal of exudate 
either by aspiration or by forceps through the 
tracheal wound is necessary. As a rule, suction with 
a soft rubber catheter through the tracheal cannula 
is sufficient. 
necessary with little disturbance and exhaustion to 


This may be repeated as often as 
the patient. Some observers favor intubation, espe- 
cially if the bronchial obstruction is not extensive. 
Others favor tracheotomy, believing it a safer pro- 
cedure, particularly if the patient is in a general 
hospital and not in close contact with a specially 
trained physician. Tracheotomy has the advantage 
of placing the larynx at rest and, at the same time, 
it lends itself to bronchial aspiration with little dis- 
comfort in the event that dyspnea is not relieved 
by other measures. It is probably good practice to 
give diphtheria antitoxin in certain cases regard- 
less of the bacteriologic findings. 

Immunized serum and vaccines have been used 
with indifferent results. Saline, iodized oil and 
adrenalin have been dropped through the tracheal 
opening to soften the bronchial plugs, with ques- 
tionable effect. Saline given intravenously is said 
to be helpful in liquifying the bronchial plugs and 
relieving the severe toxemia. The air should be 
humid to saturation. Transfusion has been used in 
prolonged cases with good results. Stimulants are 
often necessary because respiratory obstruction causes 
heart strain and exhaustion as well as asphyxiation. 

Professional Building. 


DISCUSSION 


Dr. Bast B. Jones, Richmond, opening the discussion: 
Dr. Gatewood has given us a clear discussion of a con- 
dition which, as he says, is neither new nor particularly 
uncommon. Pediatricians rather often see cases which 
probably fall in this category but fortunately most of 
them get well without bronchoscopic treatment. The 
severe types that require bronchoscopic examination and 
treatment are relatively uncommon. I can recall only 
two such cases in the past ten years. 
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The age of the patient is a big factor because the smaller 


child has smaller tubes, looser sub-glottic tissues, and, as 
a rule, a greater tendency to spasm. A brief discussion 
of th 
nature of this disease. 


sponds closely to a patch of erysipelas on the skin. There 


pathology will help us to understand better the true 
Apparently the infection corre- 


is swelling of the mucosa, an infiltration of the sub- 
mucous tissues and some serofibrinous oozing. It is not 
This swelling may occur 
The 
swelling and infiltration mechanically interfere with the 


primarily a purulent infection. 
anywhere from the larynx down into the bronchi. 


expulsive action of the cough and the ciliary action also 
is probably interrupted. Because of these factors which 
interfere with the expulsion of exudates from the tubes 
the exudates have a tendency to dry into plugs and behave 
as foreign bodies. 

I think when we see evidence of localized infection 
in the larynx, trachea, or in the bronchi, we should treat 
these cases medically as long as we can with safety to 
the child. 
good medical treatment, will escape the severe experiences 
that Dr. Gatewood has described. 
the mouth is helpful because of its shrinking effect on the 


A great many of these cases, if they are given 
Ephedrine given by 
mucous membrane. Calcium or ammonium chloride also 
seems indicated. There is some times a spasmodic ele- 
ment here that might be helped by either and the ex- 
pectorant effect of the latter drug makes it worthy of con- 
sideration. 

Keeping the air moist is undoubtedly of value. There 
has been a good deal of controversy about putting children 
in steam tents. Some doctors favor doing so, whereas 
others are definitely opposed. Certainly the air in the 
room should be kept moist; moist towels can be hung up, 
and pans of water can be placed on the stove or on radia- 
tors. In an acute case, you can take the child in the bath- 
room and if there is hot water in the tank you can soon 
get the room full of steam. Mustard plasters often seem 
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to help, especially when the disease is in the larynx or 
Mild sedatives, such as the barbiturates, have 
Atropine and 


trachea. 
a place in the treatment of this disease. 
opiates, I believe, are contraindicated. 

One final point about treatment: When there is a 
definite obstruction to breathing which seems to be increas- 
ing, and especially if the temperature is falling and the 
child is becoming more cyanosed, then is the time for the 
medical man to call the bronchoscopist. Don’t wait until 
the child becomes moribund. 

Dr. E. 
Gatewood’s paper could not be presented to the medical 


G. GitL, Roanoke: It is unfortunate that Dr. 
section, as the general practitioners are usually the ones to 
see these cases first. I wish only to discuss a few aspects 
of the medical treatment. We find that many cases will 
be relieved by the free utilization of glucose and saline 
intravenously by the continuous drop method. Along with 
this treatment, we give small repeated immunized blood 
transfusions. These treatments we find of distinct value 
before and after the tracheotomy has been done. We have 
also found anti-streptococcic serum, given early and re- 
peated daily until five or six doses have been given, is 
helpful. 

Dr. E. T. GATEwoop, closing the discussion: There is 
one point I would like to emphasize that Dr. Jones brought 
inhalations 
The 
proper way to give a steam inhalation is to have a steam 


out, and that is steam inhalations. Steam 


given ordinarily in a hospital have very little effect. 


room; have the room closed and have lines across the 
room and wet towels spread on the lines. In that way, you 
get some effect in extreme cases. The oxygen tent has 
proven helpful; but I have had no experience with that. 
Saline given intravenously seems to be helpful. This con- 
dition is strictly a medical one. The cases we are called 
in to see are usually desperate and the bronchi and larynx 
are partially closed. Therefore, they need additional aid 


to the medical regime. 


THE DIFFERENTIAL DIAGNOSIS OF CHRONIC BASAL PULMONARY LESIONS. 
Porter P. Vinson, M. D., 
Richmond, Va. 


One of the most difficult diagnostic problems con- 
fronting the physician is the differentiation of the 
various lesions involving the basal portion of the 
lungs. It is generally true that tuberculous disease 
begins more frequently in the upper half of the lung 
and non-tuberculous disease in the lower portion. 
However, there are many exceptions to this rule. 
To assume that a cavity in the upper portion of the 
lung is tuberculous in character and an area of 
infiltration at the base is non-tuberculous may lead 
to gross errors in diagnosis and treatment. Any 
pulmonary lesion may involve the pleura and mask 





the underlying disease. It is not the purpose of 
this paper to consider diseases of the pleura but to 
attempt to suggest methods for the differentiation 
of lesions involving the bronchi and parenchyma 
of the basal portion of the lung. 

The most frequent basal pulmonary lesion is 
bronchiectasis and unfortunately the differentiation 
of the various types of this disease presents a com- 
plicated problem. The diagnosis of bronchiectasis 
may be made in cases in which the patients have 
had nothing more than mild chronic pulmonary 
symptoms consisting of cough and a small amount 
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of mucoid or muco-purulent expectoration. In cases 
of this type chronic infection of the paranasal sin- 
uses may be responsible for the pulmonary symptoms 
and there is little or no evidence of pulmonary 
disease. Another condition that is referred to as 
dry bronchiectasis or hemorrhagic bronchiectasis is 
characterized by single or repeated pulmonary hem- 
orrhages which may be moderate or severe, and this 
condition usually occurs without chronic cough or 
sputum. 
a small amount of purulent secretion may be found 


At bronchoscopic examination, however, 


in one or more bronchi. 

These minimal lesions are in striking contrast io 
the usual type of bronchiectasis which frequently 
begins in childhood following respiratory infec- 
tion. This disease involves the bases of both lungs 
and is associated with cough and large amounts of 
malodorous purulent sputum which frequently is 
tinged with blood. 
The bronchi are dilated and afford receptacles in 
which stagnation of the sputum leads to further 


Larger hemorrhages may occur. 


progress of the disease and general debility of the 
patient. 

Even in the advanced case, physical examination 
of the thorax may reveal few evidences of disease, 
although clubbing of the fingers, fever and signs of 
general sepsis are frequently noted. Roentgeno- 
scopic study may show nothing abnormal or there 
may be fibrosis or mottling at the base of one or 
both lungs. Examination of the sputum may demon- 
strate the presence of various types of organisms but 
not the organism of tuberculosis. 
examination of the thorax after injection of iodized 
oil into the air passages will reveal dilatation of the 
bronchi but does not differentiate other lesions as- 


Roentgenoscopic 


sociated with pulmonary infection. On _ broncho- 
scopic examination the bronchi are widely patent, 
although it is difficult to state that they are dilated. 
Pus exudes from many bronchial openings and the 
bronchial mucosa is inflamed and bleeds when an 
aspirating tube is introduced into its lumen. 

True bronchiectasis usually involves both lungs 
and in any unilateral pulmonary infection bronchial 
stricture from a benign, tuberculous or malignant 
lesion should be carefully excluded as the etiologic 
factor. A small pleural cavity resulting from pre- 
vious empyema may communicate with a bronchus 
and the question may arise as to whether the lesion 
is intrapulmonary or pleural in origin. Roentgeno- 
scopic examination after the injection of iodized oil 
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may reveal the exact character of the lesion. It 
should be emphasized that in a case of this type 
the oil must be introduced directly into the bronchus 
communicating with the area of infection, which 
cannot be accomplished except under direct vision 
at bronchoscopic examination. If the oil is iniro- 
duced in any other way it will fill normal bronchi 
and will not enter the infected area of the lung. 

Although abscesses may occur in any portion of 
the lung, they probably are encountered more fre- 
quently in the lower lobes. Whatever their location, 
they rarely are detectable by physical examination 
unless they involve the pleura. At times deep pres- 
sure may elicit a point of tenderness over the abscess 
but ordinary percussion and auscultation rarely re- 
veal significant signs. The symptoms of well-estab- 
lished abscess are similar to those experienced in 
bronchiectasis, although periods of elevation of the 
temperature are more frequent in the former con- 
dition. Prostration frequently is an associated symp- 
tom in the acute stages of abscess and in the ma- 
jority of such cases there is a known etiologic factor 
such as a preceding operation on the nose or throat 
under general anesthesia. 

Roentgenoscopic examination may reveal cavita- 
tion in the lung with or without a fluid level in the 
cavity. The process may not occur as a localized 
lesion but rather as a diffuse area of infiltration. 
Localized abscesses usually are single but may be 
multiple and bilateral. In the majority of cases of 
abscess there is a stricture in the bronchus commu- 
nicating with the area of infection, but an abscess 
which has occurred as a result of necrosis following 
embolus in the lung may not be associated with 
bronchial stricture. 

Any reduction in the size of the lumen of a 
bronchus may interfere with normal drainage from 
the lung and may produce a suppurative lesion distal 
to the point of obstruction. The lesion resulting 
from a stricture of this type may not produce the 
severity of symptoms or the gross changes in the 
lung that usually are found in ordinary abscess. 
Bronchoscopy is the most accurate method for the 
identification and differentiation of the type of stric- 
ture in the bronchus and affords the opportunity for 
dilating a stenosis and draining an abscess which is 
not the result of malignant obstruction. 

Malignant disease may occur in the lung as 2 
primary or metastatic lesion. When it is primary 
it usually arises from the epithelium of a bronchus 
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or from the glandular structures of the bronchial 


wall. The growth in reducing the size of the lumen 
of the bronchus interferes with normal drainage, and 
secondary infection beyond the point of obstruction 
may be the outstanding finding. In contrast to ab- 
scess in which narrowing of the bronchial lumen 
due to inflammatory reaction rarely gives rise io 
significant physical signs, malignant obstructions 
are almost always associated with gross physical 
findings. The most constant sign is the diminu- 
tion or complete absence of breath sounds over the 
area communicating with the obstructed bronchus. 
Even slight anatomic obstruction from malignant 
infiltration in the bronchial wall may result in 
marked reduction in breath sounds over the area 
representing the distribution of the invaded bronchus. 
There may be moderate impairment of the percus- 
sion note over this area but not the dullness or 
flatness which would be expected if the reduction 
in breath sounds was the result of fluid in the 
pleural space or of thickening of the pleura. 

Metastatic malignant disease in the lung rarely 
produces signs or symptoms unless there is involve- 
ment of the pleura with secondary pleuritis and ef- 
fusion or unless the malignant nodules are so ex- 
tensive that they produce dyspnea from pressure. 
Even though the nodules may be very large in size, 
they rarely if ever can be identified by physical ex- 
amination and can be detected only by roentgeno- 
scopic study. Occasionally a metastatic nodule in 
the lung may erode the bronchial wall and project 
into the lumen of the bronchus, producing the same 
signs and symptoms that are observed in primary 
bronchial malignancy. I have observed such an oc- 
currence on two occasions and in both instances 
the primary lesion was hypernephroma. Broncho- 
scopy with removal of tissue from the bronchus 
for microscopic examination is the only satisfac- 
tory method of making an accurate diagnosis of pri- 
mary carcinoma and of differentiating it from other 
bronchial lesions. 

Tuberculosis involving the base of the lung is 
encountered frequently but in the majority of in- 
stances examination of the sputum for Bacilli of 
tuberculosis will lead to an accurate diagnosis. Ex- 
amination of the sputum for Bacilli of tuberculosis 
is often neglected in instances in which the lesion 
is located at the base of the lung, and failure to 
recognize the fact that tuberculous pulmonary dis- 


ease can simulate any lesion occurring in the lung 
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The de- 


tection of the organisms of tuberculosis in the sputum 


may lead to frequent errors in diagnosis. 


is the most satisfactory method of making an accu- 
rate diagnosis of tuberculosis in the lung. 

There are certain rare types of tuberculous dis- 
ease involving the lymph nodes in the hilar regions 
with ulceration into the lumen of a bronchus. In 
such cases Bacilli of tuberculosis are rarely demon- 
strable in the sputum, and bronchoscopy with the 
removal of tissue for microscopic study is the only 
method of making an accurate diagnosis. This type 
of tuberculous lesion may resemble carcinoma on 
roentgenoscopic examination but the absence of phys- 
ical signs should suggest that the lesion is inflamma- 
tory and not malignant. 

Foreign bodies that are opaque to the roentgen 
ray are easily detectable on roentgenoscopic ex- 
Other 
opaque and of intrapulmonary origin, and the only 


amination. foreign bodies may be non- 
satisfactory method for their diagnosis and removal 
is bronchoscopy. 

Congenital cystic disease frequently is located at 
the base of the lung and may be limited to this 
area. Unless the cyst or cysts are infected and re- 
semble ordinary abscess, they can be diagnosed ac- 
curately by roentgenoscopy. Echinococcus cysts are 
seldom observed but may be diagnosed by com- 
plement fixation studies. 

Mycotic diseases of the lung fortunately occur 
rather rarely and, unless the fungi can be demon- 
strated in the sputum, they usually are diagnosed 
as tuberculosis. 

Benign tumors usually are well circumscribed and 
may be identified by roentgenoscopic study, phys- 
ical examination, or at times by obtaining tissue by 
puncture. 

A dermoid cyst may rupture into a bronchus with 
the expectoration of caseous material and hair, and 
may infiltrate the substance of the lung to the ex- 
tent that differentiation from an inflammatory le- 
sion may be extremely difficult. 

Tuberculous disease of the vertebrae with forma- 
tion of abscess may simulate a basal pulmonary le- 
sion but careful examination of the spine should 
lead to an accurate diagnosis. 

Aneurysm of the thoracic aorta may suggest pri- 
mary pulmonary disease because of pressure on or 
erosion of a bronchus with associated pulmonary 
symptoms or because of the actual tumor which 
may be observed on roentgenoscopic examination. 
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Pulmonary congestion is observed frequently and 
may simulate carcinoma of the bronchus or an in- 
flammatory lesion. Careful study of the circulatory 
system should be made in all cases of pulmonary 
disease to avoid such an error in diagnosis. 

Hernias of the diaphragm with projections of por- 
tions of abdominal organs into the thorax may be 
confused with intrapulmonary lesions, but a care- 
ful history and roentgenoscopic study should settle 
the diagnosis in these cases. 

Cardiospasm with marked the 
esophagus and associated pulmonary symptoms has 
been diagnosed erroneously as primary pulmonary 
disease. 

Abscesses beneath the diaphragm may rupture into 
a bronchus and at times the differentiation of an 
abscess of the liver, kidney, or diaphragmatic space 
from a primary pulmonary abscess may be difficult. 


dilatation of 


CONCLUSIONS 
1. The differentiation of chronic basal pulmon- 
ary lesions presents a difficult diagnostic problem. 
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A careful history followed by complete physical 
examination, appropriate laboratory studies, roent- 
genoscopy and bronchoscopy are required before a 
lesion in this location can be diagnosed accurately, 

2. Tuberculosis is the most frequent chronic pul- 
monary disease and should always be considered in 
diagnosis regardless of the location and type of le- 
sion in the lung. 

3. In every case of pulmonary disease associated 
with expectoration the sputum should be examined 
carefully for Bacilli of tuberculosis. 

4. Distant breath sounds without a correspond- 
ing impairment of the percussion note are the most 
significant signs in primary carcinoma of a bronchus. 

5. Bronchoscopy offers a method for accurate 
diagnosis of many types of pulmonary lesions and 
permits the dilatation of non-malignant bronchial 
strictures with satisfactory drainage of primary pul- 
monary abscesses. 


300 Medical Arts Building. 





SOME POINTS OF INTEREST IN THE TREATMENT OF FRACTURES OF LONG 
BONES BY THE USE OF AN IMPROVED FRACTURE REDUCING FRAME.* 


CuHas. W. Putney, M. D., 


Staunton, Va. 


According to a popular medical news writer, “It 
is estimated that between a million and a million 
and a half fractures occur in the United States each 
vear.”” The seriousness and result of these accidents 
depend to a large degree on the first-aid treatment 
received. The wrong handling of the patient im- 
mediately after the injury may add to his original 
disability and perhaps also permanent disability. 
“Splint ’em where they lie,” and treat the patient as 
an injured person, but permanent fixation should be 
instituted as soon as the patient’s condition will per- 
mit. 

To quote Béehler: ‘The most important consid- 
eration in the treatment of a patient with a fracture 
is to save his life, then to save the injured extremity, 
and, finally, if we have succeeded so far, to restore, 
in the shortest time possible, the full capacity of 
the function of the affected limb.” 

The modern tendency is to minimize the impor- 





*Read at the sixty-seventh annual meeting of the Med- 
ical Society of Virginia at Staunton, October 13-15, 1936. 


tance of physical findings in the diagnosis of frac- 
tures. With a history of trauma sufficient to pro- 
duce any one of the signs or symptoms of a frac- 
ture, i. e., deformity, crepitus, preternatural mobility, 
loss of function, pain, swelling, or dislocation, the 
diagnosis should be confirmed or disproved by an 
immediate satisfactory roentgenological examination. 
Since the development of the X-ray, the demands 
of the public, industrial commission, and the courts, 
for an almost perfect anatomical reduction and per- 
fect function has stimulated surgeons to develop 
more accurately controlled methods of immediate 
reduction and fixation. This has placed the grad- 
ual reduction methods in a past era of fracture 
treatment. This desire for immediate anatomical 
reduction has stimulated many surgeons to resort 
to open operation even in simple fractures, before 


other methods are tried, in certain cases ordinarily 


difficult to reduce. Recent action of the Supreme 
Court, however, may make it embarrassing if one 
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performs an open operation on a simple fracture 


without first having tried closed reduction. 

in treating fractures the fragments must be re- 
duced by manipulation, countertraction, and traction 
in line and in the direction in which the central 
fragment points, and kept continuously fixed in this 
position until firm union takes place. The direc- 
tion of the central fragment is determined by the 
muscle pull on that fragment. The pull is not 
counter-balanced by the muscles attached to the 
distal fragment as in a normal limb. The joint 
below the distal fragment must be flexed until the 
muscular pull of the flexor muscles is neutralized 
by those of the extensor muscles so the lower frag- 
ment will remain in a neutral position, in line with 
the upper fragment, and there be no constriction of 


blood vessels or injury to the nerves. 
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especially those of the forearm. I first conceived 
the idea of a fracture frame that could be placed 
along side the table and produce alignment, exten- 
sion, and counterextension by two uprights with 
screw attachments producing sufficient pull to obtain 
anatomical reduction of fractures of the forearm 
and hold the fragments in proper position and align- 
ment while both hands are free to manipulate the 
fragments into position. They can then be observed 
under the fluoroscope. A cast is applied after re- 
duction while the limb is suspended between the two 
attachments, and the frame is then removed. I next 
attempted to so construct the frame that it could be 
used equally as well for reduction of fractures and 
dislocations of all other long bones. A figure of 8 
bandage must be used well-padded about the ex- 


tremity to prevent constriction of the blood supply 























Fig. 1—Shows the main telescopic frame, supported by its own detachable legs, together with 
the two upright screw attachments for producing extension and counter-extension in the 


treatment of fractures. 


It is not my purpose, in presenting this paper, to 
discuss all of the methods of treatment successfully 
used in the treatment of fractures of long bones, but 
rather to stress a few fundamental points that have 
proven of value to me and call attention to certain 
methods of treatment that have given the best re- 
sults in my hands. I wish, also, to take this op- 
portunity to present to you a fracture frame which 
I developed several years ago and which has proven 
of considerable value in reducing many of the more 
difficult cases of fractures and dislocations of long 
bones. 

This fracture frame was developed as a result of 
considerable difficulty experienced in getting satis- 
factory reduction in certain fractures of long bones, 


until the cast can be applied and the bandages and 
frame removed; or a Kirschner wire with the horse- 
shoe attachment may be used instead of bandages 
and the wire embedded in the cast. The patient is 
then returned to bed without further extension. The 
Kirschner wire is especially valuable in reducing 
fractures of the lower end of the femur (and the os 
calcis). 

In reducing fractures of the upper end of the 
humerus the frame is placed across under the operat- 
ing table at right angles to the chest with a girdle 
around the chest for countertraction. This produces 
reduction in the aeroplane position, which is the cor- 
rect position for fixation. 

This frame rests upon its own legs and can be 
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used while the patient reclines on a stretcher or 
any operating table of average height. 

‘For fractures of the lower extremity a pelvic- 
rest attachment is provided to support the pelvis 
while the head and chest rest on an adjacent stretcher 
or table. This frame can be used on either leg by 
changing the position of its parts. A girdle or band- 
age is passed around the thigh and hip of the sound 
side for countertraction, while the foot of the injured 
limb is fastened by a figure 8 bandage, or a Kirsch- 
ner wire is inserted in the os calcis or lower end 
of the femur for traction. The position of this at- 
tachment to the limb depends on the location of the 
fracture, as is shown in the drawings. The sound 
limb rests in the saddle arranged for that purpose. 

The main frame is telescopic in construction and 
all parts are adjustable to any position or any size 
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1. Those which produce gradual reduction with- 
out anaesthesia. 

2. Those which produce immediate reduction, 
usually with anaesthesia. If immediate reduction 
can be accomplished and external fixation applied 
while the parts are anatomically reduced, it is to be 
preferred, both for the comfort and expense to the 
patient. This paper, therefore, will lay emphasis 
on immediate simple anatomical reduction, and not 
attempt to discuss the methods of open reduction 
or gradual reduction, although the author recognizes 
those methods to be preferred in certain cases; but 
in all cases the objective is accurate anatomical re- 
duction and firm fixation to insure the best func- 
tional results, and permit the patient to return to 
his normal activities as soon as possible. Good re- 
sults may be expected in transverse fractures if con- 


























Fig. 2. 


Shows the main frame placed along side the table as it is used in reducing 


fractures of the forearm. 


patient, and is easily portable. The main telescope 
tubing and leg-rest for the sound leg is made of 
aluminum so the extremity can be X-rayed through 
the frame, and the tubing is angulated so the ex- 
tension parts will remain upright in proper posi- 
tion. Alignment and efficient traction are essen- 
tial for the successful treatment of all fractures of 


long bones with displacement. Some form of trac- 


tion apparatus is usually necessary for this purpose. 
I have successfully used my frame in treating twen- 
ty-one cases of fractures of long bones, and three 


dislocations. 
The various forms of apparatus now in use can 
be classed under two types: 


tact of one-third to one-half is secured in good align- 
ment. ‘Oblique fractures should have length and 
alignment maintained with fragments in contact. 

There are four cardinal principles to be observed 
in the treatment of simple fractures: 

1. Prevent further injury by proper first-aid. 

2. Anatomical reduction as soon as condition 
of patient will permit. 

3. Adequate fixation. 

4. Rest of the part until union is firm. 

I. Reduction: 

1. Extension, counter-extension, and manipula- 
tion to secure anatomical reduction immediately, un- 
der anaesthesia—local or general—and check the 
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position by fluoroscope and X-ray, in two planes. 


It must be borne in mind that while local anesthesia 
injected between the fragments reduces pain, it does 
not relax the muscle contractions as does general 
anaesthesia for immediate reduction. 

Sometimes continuous traction is necessary 
(Buck’s extension or skeletal traction by tongs, pins, 
etc.) Compound tincture benzoin is useful in pre- 
paring the skin for adhesive plaster when Buck’s 
extension is to be used. 

If reduction is not satisfactory, as shown by 
X-ray, it should be corrected during the first week. 
After ten days the fragments become ‘“‘set” in cal- 
cified granulations and correction is more difficult 
without open operation. 
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dividual under treatment, though sometimes used 
to an advantage. The writer has obtained better 
results by immediate reduction and the use of plas- 
ter of Paris, either applied as a circular cast well 
padded and then split, to allow for swelling, or ap- 
plied in the form of molded splints between layers 
of canton flannel. 

Open reduction is indicated in compound frac- 
tures when vessels or nerves are injured, or when 
the opening is made from without, and in a limited 
number of cases in which proper reduction cannot 
be secured by more simple means, but there are only 
a few fractures which cannot be reduced and kept 
in good position without open operation. Numerous 
methods of internal fixation, such as bone graft, in- 











Laces 








Fig. 3. 


Shows the main frame placed across under the table as it is used in reducing fractures of the 


upper end of the humerus. 


3. X-ray should always be taken in two planes 
(lateral and antero-posterior) after reduction, to de- 
termine position. It is preferable to have an X-ray 
made before reduction, and fluoroscopic examination 
during reduction, but it is imperative to have the 
parts radiographed in two planes after reduction. 
It protects the surgeon and reassures the patient 
good results. 

II. Fixation: 

With a few exceptions the joint above and below 
the fracture should be immobilized with the frag- 
ments. Straight board splints should be abandoned 
except for first-aid treatment as they cannot be made 
to fit the normal curves of the extremities; and the 
manufactured splint is rarely made to fit the in- 


tramedullary bone pin, kangaroo tendon, wire, steel 
plates, and cow horn have been used. Of these 
methods absorbable materials are to be preferred. 

III. After Care: 

Massage: There is an urge in this country for 
early massage and passive motion of joints, but 
Boehler has shown that better results are obtained 
by longer immobilization than is generally practiced 
and has no fear of impaired function by prolonged 
immobilization of a healthy joint. 

Begin heat and massage ten days after reduction 
if the fracture is near or involving a joint, espe- 
cially if the patient has a rheumatic tendency, but 
the femur should not be disturbed under three weeks, 
and other long bones under ten days. 








610 
Passive movements may be begun after the 
splints are removed. In Colles’ fracture the fingers 
are moved freely from the time of reduction. 
Boehler warns against manipulation of a joint 
within a few days after a fracture has been re- 
duced, and considers “massage and passive move- 
ments in all recent injuries and diseases as being 
most harmful.” He obtains better results by hold- 
ing the exactly reduced fractured joint in good po- 
sition until union takes place, allowing the use 
of the fractured extremity, than by applying mas- 
sage and passive movements in the first days after 
the fracture. He has found that too early massage 
and passive movement is often responsible for 
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aris, and bandage applied about the shoulders and 
chest. 

Fracture of the surgical neck (or extracapsular 
fracture) of the humerus are also usually caused by 
direct violence. The line of fracture lies below 
the tuberosities and between the attachments of the 
short rotators (which 
spinatus, and teres minor attached to the tubero- 
sities) and the attachments of the pectoralis major, 
teres major and latissimus dorsi. The upper frag- 
The lower 


are supraspinatus, inira- 


ment is raised in external rotation. 
fragment is lifted up by the deltoid, biceps, and 
triceps and is drawn inward by the pectoralis major, 


teres major, and latissimus dorsi. The line of the 























Fig. 4.—Shows the main frame together with the pelvic-rest, and leg-rest for the uninjured leg, attached 
to the main frame, as it is used in reducing fractures of the lower extremity. 


pseudo-arthrosis and bone atrophy. Of course, the 
age and constitution of the patient has much bear- 
ing on the healing power and end-results. Many 
of his cases are permitted to walk within a week 
after reduction. For this purpose he inserts a 
Kirschner wire above and one below the fracture 
and applies an unpadded cast in which a walking 
iron is embedded. 


SPECIFIC FRACTURES 
Fractures of the Humerus—Intracapsular frac- 
ture (fracture of the anatomical neck) usually re- 
sults from direct violence and good results are or- 
dinarily obtained by supporting the arm in a sling, 
and applying a molded shoulder cap of plaster of 


lower fragment of the humerus points upward and 
inward to the axilla, with marked shortening. Re- 
duction is best obtained under anaesthesia by exten- 
sion and counter-extension in abduction at right 
angles to the body, and fixation is applied in the 
aeroplane position. Abduction shoulder spica cast 
is applied, with the elbow flexed, after reduction 
and alignment is obtained. Continuous traction 
may be used if a reduction apparatus is not avail- 
able, but this necessitates the patient remaining in 
bed quite a long time. 

Fractures of shaft of the humerus may be pro- 
duced by direct, indirect, or muscular violence. If 
the fracture is below the pectoral insertion and 
above the deltoid insertion the upper fragment is 
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inward, and the lower fragment is upward and 
outward. 

If the fracture is below the deltoid insertion, the 
upper fragment is outward and the lower frag- 
ment is upward and inward. If the fracture is in 
the lower third, the lower fragment is upward, but 
may be in front of or behind the upper fragment. 
Injury to the musculospiral nerve must be avoided 
in treating fractures of the shaft of the humerus. 

Immediate reduction and application of cast is 
the method of choice. The arm is placed in a 
sling with the elbow at right angles, but should be 
more acutely flexed as the fracture approaches the 


elbow. The cast is split to allow for swelling. 
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cation is easily reduced and is dressed in acute 


flexion. 

Fractures of the shaft of the ulna are produced 
by direct violence and often associated with dis- 
location of the radius. The lower fragment is 
pulled upward and toward the radius by the pro- 
nator quadratus, and the upper fragment is pulled 
forward by the brachialis anticus. 

The muscles of the forearm may be divided into 
three groups (Davis): 

1. Those which flex and extend the fingers. 

2. Those which flex and extend the wrist. 


3. Those which pronate and supinate the radius 


and hand. 


























Fig. 5.—Shows the position of the frame, table, and patient in reducing fractures below the knee, or in 
the middle or upper third of the femur, or neck of the femur. 


Fractures at the elbow, of course, are put in acute 
flexion, and passive motion must be started within 
ten days. 

Cases with fracture of the humerus may be ex- 
pected to resume work in two or three months. If 
the joints are involved it may take much longer. 
If the circumflex or musculospiral nerve is injured 
one or two years may lapse before work can be 
done. 

Fractures of the Ulna—Fracture of the olecranon 
is usually produced by direct injury or muscular ac- 
tion. The fragment is drawn upward and _ back- 
ward by the triceps. They are treated in the ex- 


tended position with the fragments approximated. 
Open cperation may be necessary. 
Fracture of the coronoid with backward dislo- 


Radius is pronated by: 

(a) M. pronator quadratus. 

(b) M. pronator radii teres. 

Radius is supinated by: 

(a) M. supinator brevis. 

(b) M. supinator longus (branchioradialis). 

(c) M. biceps. 

Muscle action plays an important part in the dis- 
placement of fractures of the radius and ulna. 

These fragments, if dislocated, must be anatomic- 
ally reduced under anaesthesia, and fixation ap- 
plied. Traction splints may be used, but most 
authorities prefer open operation. 
is applied while in reduction, and split on one 
side to allow for swelling. 

If a cast is used and alignment is not good but 


A circular cast 
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the fragments are on end, the cast can be cut on 
one side at the point of fracture and straightened 
without anaesthesia, and re-enforced by a few turns 
of plaster. If an overlapping, or too much traction 
is applied, the cast is cut in two, around the cast at 
the fracture, then corrected and the cast re-enforced. 
If one desires, a Kirschner wire may be passed 
through the bone above and one below the fracture 
to prevent slipping of the fragments, but I have not 
found this necessary when anatomical reduction is 
obtained, except in oblique fractures. 

Fracture of the Radius: Fracture of the head of 
radius is often associated with a comminuted frac- 
ture of the elbow, and may require excision. 

In fractures of the neck of the radius between 
the head and the bicipital tuberosity, the lower frag- 
ment is pulled upward and forward by the biceps. 
Anaesthesia is required for reduction. 

In fractures of the shaft of the radius above the 
insertion of the pronator radii teres, the lower frag- 
ment is fully pronated by both pronators, and is 
drawn inward. The upper fragment is fully supin- 
ated and pulled forward by the biceps and supinator 
brevis. The treatment is anatomical reduction and 
fixation in full supination. 

Fractures of the shaft of the radius below the 
insertion of the pronator radii teres are often as- 
sociated with dislocation of the ulna at the wrist. 
The upper fragment of the radius is drawn forward 
and inward by the biceps and pronator radii teres, 
in a position between supination (biceps) and pro- 
nation (pronator). The lower fragment is pulled 
inward by the pronator quadratus. These should be 
placed in anatomical position and fixed in mid su- 
pination-pronation for three or four weeks. Kirsch- 
ner wires may be used to a good advantage in 
these cases. If good position is not obtained im- 
mediately, open operation should be done and in- 
ternal fixation accomplished by pegging, wiring, or 
plating and immobilized by external fixation. 

Fractures of both bones of the forearm may re- 
sult from either direct or indirect violence. The 
broken ends tend to be drawn together by the pro- 
nators and supinators. Anatomical reduction with 
anaesthesia should be attempted and apply fixation 
in supination or mid supination-pronation for four 
weeks. Open operation may be necessary but the 
author has not found it necessary following attempt 
at reduction with his fracture frame. Kirschner 
wires are valuable to maintain length in these cases. 


VIRGINIA MEDICAL MONTHLY 


[ January, 


Work may be resumed in three to six montis, 
Prognosis is good in fracture of one bone only, if 
massage, baking, and movements have been prop- 
erly carried out. 
of fracture of both bones provided anatomical redic- 


Prognosis should be good in cases 


tion is obtained and fixation continued long enough 
to get firm union. 
which excellent reduction was obtained, but the re- 
maining half of the cast was removed too soon and 
the flexor muscles produced considerable bowing 


I recall one case in a child in 


which caused a bad appearance in an otherwise 
good result. 

Fractures of the lower end of the radius (Colles’ 
fracture—backward displacement; Smith’s fracture 
—forward displacement; chauffeur’s 
spreading or impaction) are often associated with 
fracture of styloid process of the ulna. ‘The frag- 
ments are displaced in several directions and it mat- 
ters not how slight the deformity, the best results 


fracture— 


cannot be obtained unless sufficient anaesthesia is 
used to break up the impaction and reduce it, so 
that the styloid process of the radius is at a lower 
level than the styloid process of the ulna and the 
articular surface of the radius faces forward. This 
is accomplished by placing the hand in extreme pis- 
tol grip position (the wrist being placed in extreme 
flexion and sharply rotated to the ulna side) and 
fixed in this position. This cannot be accomplished 
by the use of board splints or molded splints. Manu- 
factured Colles’ splints are permissible, but best 
results have been obtained in my cases by the ap- 
plication of a circular cast down to the metacarpo- 
phalangeal joint while an assistant holds the hand 
in the pistol grip position. The cast is then split 
only on the ulna side. The radial side is left firm 
to prevent the hand from cocking up in “silver 
fork” position. After one week the cast is split on 
the other side and the top half removed for mas- 
sage and motion, and then replaced. The fingers 
are moved freely from the first day. Molded splints 
do not prevent the hand from cocking up—with re- 
resulting “silver fork”? deformity. This is not onl) 
my experience but my observation at excellent post- 
graduate clinics where this method is used. Smith’s 
fractures are more difficult to reduce and, according 
to some authors, cannot be reduced by closed meth- 
ods and maintain reduction, but that has not been 
my experience. 

Fractures of the Femur: 
tures of the hip there is shortening. 


In all complete frac- 
The leg and 
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foo: is rotated outward by its own weight and the 
ext-rnal rotators. 

l'racture of the neck of the femur (intracapsular) 
is nore frequent in elderly people, especially women, 
because of atrophy of the bony neck and more hori- 
zontal position of the neck with advancing years. 
A slight misstep is sufficient to cause fracture in 
these elderly patients. Apply splints before trans- 
porting to a hospital; do not manipulate, but X-ray. 
The nutrient blood vessels running up to the head 
along the neck are torn and this delays union. 

In very feeble old people it is better to use a 
back-rest and sand bags to hold the leg in abduc- 
tion rather than to attempt more expert treatment of 
the hip, as the patient may die of hypostatic pneu- 
monia if more drastic measures are attempted. If 
the fracture is impacted the impaction should. not 


be broken up. Good results may be expected. 





VIRGINIA MEDICAL MONTHLY 613 





If anatomical reduction cannot be obtained by 
traction-abduction in an otherwise healthy individ- 


ual, then some form of operative-fixation should be 
done. (The methods are too numerous to be dis- 
cussed here. ) 

It is necessary in these fractured hip cases, past 
middle life, to turn them over on their face a* least 
once daily to prevent pulmonary congestion, and 
hypostatic pneumonia. 

Extracapsular fractures result from great violence 
directly applied and occur more often in young men. 
The line of fracture is chiefly in the inter-trochan- 
teric line, often comminuted, or may be impacted. 
The joint is always involved anteriorly, though ex- 
tracapsular posteriorly. In these young healthy pa- 
tients, good position should be obtained even though 
it is necessary to disimpact or do an open operation. 

Fractures of the shaft of the femur may be caused 


























Fig. 6.—Shows the position of the patient, table and frame, used with the Kirschner wire in reduc- 
ing fractures of the lower third of the femur. 


If the patient has sufficient vitality, a double 
plaster spica should be applied under anaesthesia. 
Traction, abduction, and internal rotation are essen- 
tial to reduction. Forcible abduction restores the 
normal angle at the neck. A reduced fracture of the 
neck of the femur requires four to six months’ im- 
mobilization, and in early weight bearing, the hip 
should be protected by caliper splints. The time to 
begin mobilization and weight bearing should be 
governed by the healing progress in the bone, as 
shown by X-ray. 

Boehler continues fixation of fractures of the neck 
of the femur for a period of six months and does not 
expect bony union if fixation is for a shorter period, 
but often applies a walking cast after two or three 
weeks and lets them up, if improving satisfactorily. 





by direct or indirect violence in the upper, middle, 
or lower thirds. The lower fragment is always 
drawn up by the muscles of the thigh and everted 
by the weight of the limb. 

1. In fractures of the upper third, the upper 
fragment is flexed by the psoas muscle; and the 
lower fragment is pulled inward by the abductors. 

2. In fractures of the middle third, there is a 
tendency to backward sagging. 

3. In fractures of the lower third, the lower frag- 
ment is flexed backward at the knee by the gas- 
trocnemius. The upper fragment has a tendency 
to penetrate the knee joint or the quadriceps muscle 
and skin. 


Prognosis: Results may be expected to be good 


If there is rota- 


if the replacement is anatomical. 
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tion, angular deformity, or over-lapping, results will 
be doubtful, and it is usually bad if it involves the 
knee joint. 

In treating fractures of the femur the leg must 
be restored to full length, and in order to do this it 
usually has to be over-extended until reduction is 
obtained. Internal or external rotation must be 
prevented and alignment and length secured. Va- 
rious forms of extension apparatus and skeletal trac- 
tion have been used, but, due to uncertain results, 
the modern tendency is toward immediate reduction 
by some mechanical frame, producing extension and 
counter-extension under anaesthesia sufficient to ob- 
tain anatomical reduction, which is confirmed by 
fluoroscope. A Kirschner wire may be passed through 
the greater trochanter and another through the lower 
end of the femur, or tibial tuberosity whereby ex- 
tension and counter-extension is made and _ these 
wires embedded in a cast, applied after the frag- 
ments have been replaced in anatomical position. 
After the cast hardens the fracture frame may then 
be removed. Care must always be taken to pre- 
serve the mobility of the knee. If the unpadded cast 
is applied and the walking iron inserted the patient 
is permitted to walk with a cane or crutches at the 
end of a week, if otherwise doing well. 

Fractures of the Tibia and Fibula; Fractures 
of the tibia and fibula usually result from direct 
violence, though the lower end of the fibula is fre- 
quently fractured by forced displacement of the foot. 
The tuberosity of the tibia may be detached by 
muscular action of the quadriceps. 

The 
lower fragment is drawn up and rotated outward. 
The upper fragment pierces the skin. 
Anatomical reduction is difficult, but can 
usually be obtained by controlled extension and 


Spiral fractures are produced by torsion. 


often 
often 


counter-extension under anaesthesia. Rotation should 
be restored so that the inner margin of the patella, 
inner margin of the great toe, and inner malleolus 
are in the same plane, and the foot at right angle 
to the leg; or a line should pass through the anterior 
the ilium, mid-patella, and 
through the axis of the second toe, and the center 
This is the weight bearing line. 


superior spine of 


of heel. 
Reduction may be secured if deemed advisable by 
passing a Kirschner wire through the head of the 


tibia and one through the lower end of the tibia, 
or os calcis, and, after reduction, embedded in an 
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unpadded cast in which a walking iron is inserted 

so the patient may walk about with a cane. 

Fractures of both bones of the leg showing a a s- 
placement of the fragments can be healed only 
when the position is corrected and continuous tric- 
tion maintained. This perhaps is best accomplished 
by the use of the Kirschner wires as just described. 

All fractures should be checked by both antero- 
posterior and lateral roentgenograms twenty-four 
hours after reduction to determine if the fragments 
are properly replaced. 

This same principle and position applies to frac- 
tures and fracture-dislocations about the ankle and 
ankle joints. 

Patients with simple fracture of the leg properly 
reduced should return to work within three montlis, 
though if both bones are fractured, or Pott’s frac- 
ture exists, they may not regain full function before 
six to twelve months have elapsed. If both bones 
are fractured and not properly reduced, or if a Pott’s 
fracture is immobilized too long, one may expect a 
permanent disability. 
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Reversed 


DISCUSSION 


Dr. Rosert V. FunsTEN, University of Virginia: I wish 


to express my appreciation of the privilege of opening the 
discussion of Dr. Putney’s paper. He has brought out many 
interesting points in the treatment of fractures of the long 
bones and introduced a very ingenious piece of equipment 


in his fracture reducing frame. 


He has also given food 


for thought in his specific advices as to the treatment of 
certain difficult fracture problems. 


Although fixed traction is a very important and neces- 


sary part of the reduction of fractures, I feel that the 
accompanying manipulation after stretching of the tissues 


should be emphasized. Often I have dealt with fractures 
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where reduction could not be accomplished until the fixed 
traction was released and fragments brought almost to 
right angle with each other. This is true of most Colles’ 
fractures and many shaft fractures. 

I was particularly impressed with Dr. Putney’s recom- 
mendation that both anterior-posterior and lateral X-ray 
views be made before and after reduction. This has been 
a more or less general custom in shaft fractures, but has 
too frequently been omitted in fractures about the upper 
ends of the femur and the humerus. Post-operative plates 
should be taken after the reduction of dislocations as 
well as fractures, even though it seems obvious that the 
reduction has been accomplished. 

There are very few points in Dr. Putney’s paper with 
which I disagree. 

In regard to fractures about the elbow, I have never 
liked acute flexion but have preferred to put the arm in 
only sufficient flexion to maintain reduction. 

In fractures about the shoulder joint I prefer a weighed 
cast over the elbow with very early motion in preference 
to the abduction shoulder cast or aeroplane splint. 

The authors of textbooks on fractures must be more 
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or less dogmatic about such things as the time for >e- 
ginning motion in various fractures about the joints, 
but I am sure that Dr. Putney agrees that no matter how 
we classify them, each fracture is an entirely separate 
mechanical problem involving many variable factors. 

I am glad that Dr. Putney does not advocate the use 
of well-leg traction in fractures of the neck of the femur, 
since the method seems to me mechanically unsound. It 
is very satisfactory, however, in intertrochanteric frac- 
tures and fractures about the acetabulum and pelvis. 

The treatment of fractures of the olecranon process of 
the ulna with the elbow in the extended position has 
never seemed satisfactory to me, provided that there is a 
separation of the fragments. Open reduction and suture 
of the fragments with strips of fascia lata allows the 
early institution of motion and prevents the very tedious 
and often unsuccessful job of restoring flexion after con- 
tracture and shortening of the triceps has taken place. 

I would like to commend Dr. Putney for the splendid 
way in which he has described the effect of muscle pull 
on the reduction of fractures. 





MULTIPLE MYELOMA—A REPORT OF FIVE CASES. 


Harry WALKER, M. D., 
and 
N. Bioom, M. D., 


Department of Medicine, Medical College of Virginia, 
Richmond, Va. 


Since 1845 when McIntyre! first described the 
findings in a case of “mollites ossium’ many ob- 
servers have reported individual studies of this un- 
usual malady. The first histologic interpretation 
of the disease was published by Dalyrymple,’ in 
1848, and further emphasized by Rustizky,® in 
1873. During this latent period, i. e., 1848 to 1873, 
only a few cases were published, and not until 
Bozzolo,t in 1897, and Kahler,® in 1889, was in- 
terest again awakened in the myelomas. The most 
comprehensive of the recent reviews was that of 
Geschickter and Copeland,® in 1928. 

Multiple myeloma is primarily a malignant bone 
marrow tumor, osteolytic in character, in which 
there is displacement of the normal bone marrow. 
It is a highly cellular tumor, the structure of which 
is sometimes composed of plasma-like cells, again 
of erythoblastic-like cells, or of highly undifferen- 
tiated cells which is the usual type of myeloma. The 
latter is regarded by many as myelocytic in origin. 
The disease is confined usually to the sites of the 


red marrow. It rarely metastasizes to other organs, 
but plugging of the tubules in the kidney by Bence- 
Jones protein is a common finding; pathological 
fractures are frequent. 

The etiology of multiple myeloma is unknown. 
It is a disease of middle and later life and very few 
proved cases in people less than thirty-five years 
of age have been reported. In fact, about 80 per cent 
of all cases occur between the ages of forty years 
and seventy years. In other words, the age inci- 
dence of this disease coincides almost exactly with 
the age incidence of many other malignant diseases. 
The incidence is much higher in men than women, 
the proportion being roughly two to one. Family 
history seems to be an unimportant etiological factor, 
and evidence to show that trauma plays a part is 
unconvincing. Infections have been suspected as a 
causative agent but there is no proof of any rela- 
tionship. Fever, which sometimes accompanies this 
disease, can usually be explained by the presence 
of a concurrent infection. 
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Clinically, myeloma cases present a varied picture. 
They are often diagnosed as neuritis, lumbago, 
arthritis, anemia, chronic nephritis, and spinal cord 
tumors. Yet, when we recall the widespread patho- 
logical changes and the rarity of this disease, these 
errors in diagnosis are explained and are to be ex- 
pected. In practically all cases pain is an outstand- 
ing symptom. The pain may be intermittent, severe, 
wandering, or recurrent. Pathological fractures are 
thoracic 


frequent, and 


Chronic bronchitis and emphysema are often pres- 


deformity is common. 


ent. Due to the fact that the tumor most frequently 
attacks the vertebrae, ribs, and skull, neurological 
symptoms and signs are common. The mental facul- 
ties, as a rule, remain clear, although as a terminal 
The 
Clinically, the patient 


event mental confusion and coma do occur. 
renal changes are variable. 
may present a picture of chronic nephritis with 
urinary changes in keeping with this diagnosis. 
There are no gastro-intestinal symptoms that are 
peculiar to this disease, nausea, vomiting, and col- 
icky pains being the most common complaints. 


Therefore, it is obvious that there is no symptom 
Only 
by the presence of some unusual physical phenom- 


complex that is characteristic of myeloma. 


enon is the correct diagnosis suspected, this usually 
being confirmed by X-ray and pathologic studies. 
Many examinations have been suggested which are 
considered aids in diagnosis, but these, like the 
physical signs and symptoms, are not pathognomonic. 
The presence of Bence-Jones bodies in the urine was 
at one time looked upon as diagnostic. These bodies, 
however, have been found in the leukemias both 
lymphatic and myelogenous, chloroma, metastatic 
tumors of the bone, senile osteomalacia, caries of 
the spine, polyfibrocystic bone disease, comminuted 
fractures, tumors of the jaw, abscesses of a rib, and 
While the 


names of the above diseases suggest a marked di- 


recently in tuberculosis of the bone. 


versity of pathology, yet in all there is a common 
feature, that is, all involve the bone or bone mar- 
row. Bence-Jones bodies are precipitated at tem- 
peratures between 50 and 60 degrees centigrade, 
and at temperatures between 90 and 100 degrees 
centigrade redissolving to reappear on cooling. 
They can be precipitated with 25 per cent nitric 
acid and will redissolve when heated to 90 to 100 
degrees centigrade. While previously stated that 
these bodies are found in diseases other than my- 
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eloma, it is also true that they cannot be demon- 
strated in all cases of this disease. They may be 


found at one examination and be absent at an- 


other.” * ® 

Since multiple myeloma is primarily a bone mar- 
row tumor, one would expect many changes in the 
blood. These changes, like the symptoms, vary. 
The tumors by displacing hemopoietic tissue fre- 
quently cause an anemia, simulating the primary 
type. In chronic, long drawn out cases the anemia 
may be secondary in character, or there may be 
blood findings peculiar both to primary and sec- 
ondary types. The white count as a rule in uncom- 
In addition to the 
changes in the cellular elements of the blood, chem- 


ical changes also occur. 


plicated cases is not elevated. 


One of the most important 
of these is a change in the serum proteins which 
are often elevated, particularly the globulin fraction. 
These changes are said to be more likely to occur in 
those cases in which no Bence-Jones bodies can be 
demonstrated in the urine. Because of extensive 
bone destruction increased blood calcium is a com- 
mon finding, and, as one would expect, there is a 
negative calcium balance. In this respect the dis- 


ease is similar to osteitis fibrosa cystica. Further- 


more, a high blood phosphorous is occasionally 
found. 


Increased clotting and bleeding time and 
marked rouleau formation are said to be frequent 
in the presence of hyperproteinemia. 

With these facts in mind, it is obvious that the 
diagnosis is not always easy. All osteolytic bone 
lesions have to be excluded. Metastatic carcinoma 
and metastatic hypernephroma particularly have to 
be ruled out. Chloroma and bone cysts are some- 
times confusing. There are no physical or labora- 
tory findings that can be absolutely depended upon 
to make a differential diagnosis, and for absolute 
proof of the existence of this disease a biopsy is nec- 
essary. 

The prognosis is uniformly unfavorable. X-ray 
therapy brings about remissions although these may 
occur spontaneously, but no proved case has ever 
been reported as cured. The average duration of 
life is about three years. 

The present report deals with five cases of mul- 
tiple myeloma. 

Case I.—The patient was a fifty-two-year-old 
white male who entered the hospital June 12, 1934, 
complaining of pain and soreness involving the left 
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hip. He had been a perfectly well man up to 
1924, when he began having intermittent attacks 
of pain about the different joints of his body with 
a predilection for the left hip joint. At times he 
would be completely relieved of symptoms. In 1933 
the left hip became definitely worse with swelling 
and increase in pain. The pain radiated toward 
the spine and occasionally down the left thigh. Al- 
though the pain was increasingly more severe, the 
swelling was stationary. The patient had lost fif- 
teen pounds during the past six months. Finally 
becoming incapacitated due to pain caused by move- 
ment of the left lower extremity, he was referred to 
the hospital. 

This revealed a _ well- 
The pupils 


Physical Examination: 
nourished white male lying flat in bed. 
reacted normally; the fundi were unremarkable. A 
few small non-tender raised nodules were noted in 
the roof of the mouth. There was no tenderness 
about the head or neck. The chest was symmetrical, 
expansion was normal, and the lungs were nega- 
tive. The heart was not enlarged; there were no 
murmurs; and the blood pressure was 136/80. The 
abdomen was held rigidly with a moderate amount 
of tenderness in the left upper quadrant. The 
genitalia were normal. There was induration and 
swelling about the left hip with a tender area 5 
in diameter at the level of the left iliac crest just 
to the left of the spine. The reflexes were normal. 


cm. 


Clinical Course: Roentgen-ray examination of 
the left hip revealed a large area of bone destruction 
involving most of the left ilium, the left sacro-iliac 
joint, and part of the sacrum. The body and both 
rami of the right pubic bone also revealed bone de- 
struction. None of the other bones about the body 
revealed any change. Urinalysis was negative on 
several occasions for Bence-Jones protein. Blood 
count was 4,000,000 red cells, 80 per cent hemo- 
globin, 9,000 white cells with 69 per cent PMN 
and 31 per cent lymphs. The blood Wassermann 
was anticomplementary on two occasions. The sedi- 
mentation rate was 30 mm. in sixty minutes. Aspi- 
ration biopsy revealed small masses of coagulated 
blood with a few fragments of tissue. These were 
densely cellular, composed of small cells, relatively 
uniform with round deeply chromatic, almost homo- 
genous, nuclei and little cytoplasm. The structure 
was considered compatible with plasma cell type 
myeloma. 
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The patient was given several X-ray treatment; 
but soon left the hospital. 

Case II.—The patient was a forty-five-year-ol | 
white male who entered the hospital August 1°, 
1935, complaining of pain about his left shoulder 
and left lumbar area. He had enjoyed good healt) 
until the Spring of 1928 when he was incapaci- 
tated with an attack of “renal colic.” Following this 
he had frequently experienced intermittent sharp 
shooting pains in the left flank. In April, 1935, 
the patient began complaining of pain with limita- 
tion of motion about his left shoulder joint and the 
following month the pain about his left lumbar 
region returned. They gradually became more fre- 
quent and painful, finally requiring hospitalization. 

Physical Examination: Revealed a poorly de- 
veloped, fairly well nourished white male lying flat 
in bed. The pupils reacted normally; there was 
slight diminution of hearing in the right ear. There 
The chest was 
symmetrical and the lungs were clear. The heart 
was not enlarged and no murmurs were heard; blood 
pressure was 118/70. The liver edge was palpable 
at the right costal margin. 
over the crest of the left ilium and along the lower 
left dorsal vertebral border. 
The extremities were freely 


was no cervical lymphadenopathy. 


Tenderness was noted 


The genitals were 
essentially normal. 
movable and non-tender. The deep reflexes were 
hyperactive. 
Clinical Course: The patient continued to have 
excruciating pain about the left back. The urine 
was amber, cloudy, specific gravity 1.020, slight 
trace of albumen, negative sugar, frequent mucous 
threads, rare white blood cell and red blood cell, 
and a slight trace of Bence-Jones protein. Blood 
counts revealed 3,550,000 red cells, 70 per cent 
hemoglobin, 16,100 white cells, with 80 per cent 
PMN, 19 per cent lymphs, and 1 per cent myelo- 
Blood chemistry: NPN 
Roentgen-ray studies showed a 


cytes; 3 plus Wassermann. 
33, calcium 14. 
pathologic compression fracture of the twelfth dor- 
sal vertebral body with bone destructive change in 
A left lateral view of the 
skull revealed numerous well-circumscribed oval 
areas of bone destruction in the parietal and occi- 
pital regions typical of multiple myeloma. The 
other bones about the body were essentially normal. 


the anterior position. 


A biopsy was not permitted and the patient was 
discharged to his home unimproved. 








lat 


ve 
ne 
sht 
US 
1, 


od 








Case III.—The patient was a thirty-eight-year- 
cld colored female who entered the hospital March 
25, 1935, complaining of inability to move the 
lower extremities and an encircling pain about her 
upper abdomen. Several years ago she began com- 
plaining of aching in different parts of her body and 
in the past year had taken nineteen antiluetic treat- 
ments which included eleven of neo-salvarsan and 
eight of bismuth in oil. Five days before admission 
she suddenly noticed a stinging sensation in her 
left lower extremity followed by numbness and in- 
ability to move the left leg. The right leg became 
involved. The patient could not feel stimuli to the 
lower limbs. At the lower portion of her chest 
there developed a contracting, painful, hyperesthetic 
area, and below this point sensation was markedly 
diminished. The day before admission she be- 
came incontinent, voiding and defecating in bed. 


Physical Examination: This revealed a well- 
developed and nourished colored female flat in bed 
complaining of pain about her lower rib margins 
and inability to move the lower extremities. The 
head and neck were essentially negative. The chest 
and lungs were normal. The heart was not enlarged, 
and there were no murmurs; the blood pressure was 
135/80. The abdomen revealed a distended blad- 
der. A definite zone of hyperesthesia was noted 19 
cm. from the left iliac crest and 18 cm. from the 
right iliac crest. This zone encircled the lower costal 
margin. Below it there was almost complete anes- 
thesia. The patient was unable to move the lower 
extremites below the hips. The deep reflexes were 
hyperactive in the upper extremities. The abdom- 
inal reflexes were sluggish. Deep reflexes in the 
lower extremities were markedly diminished. A 
bilateral Babinski was elicited. 


Clinical Course: The patient had a remittent 
fever and was incontinent. Lumbar puncture re- 
vealed an initial pressure of 85 mm. of water. After 
removal of 3 c.c. of fluid, pressure on the jugular 
veins did not cause a rise of pressure. Roentgen- 
ray studies revealed a compression fracture of the 
sixth dorsal vertebral body which was markedly rare- 
fied. Rarefied areas of bone were noted in the 
lower right and left ninth, tenth, and eleventh ribs. 
The skull revealed many well-circumscribed areas 
of bone destruction of various sizes scattered through- 
out the vault. The other bony structures were con- 
Urinalysis was essentially nega- 


sidered normal. 
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tive. The Bence-Jones protein was not found. The 


red blood count was 4,250,000; 80 per cent hemo- 
globin; white blood count was 15,600 with 63 per 
cent PMN, 3 per cent PME and 34 per cent lymphs. 
The Wassermann was four plus. The spinal fluid 
revealed eleven lymphocytes, a heavy trace of-globu- 
lin, and a 4 plus Wassermann. ‘The bleeding time 
was two minutes, clotting time two minutes, ten sec- 
onds. The blood chemistry was: sugar 106 mgms., 
NPN 29 mgm., total protein 6.9, albumen 4.2, 
globulin 2.7, cholesterol 216, calcium 11.5, phos- 
phorus 4.7. The patient was very uncomfortable 
and an attempt was made to relieve the compres- 
sion of the sixth dorsal vertebra by operation. 
Biopsy from operation revealed a diffuse and com- 
pact growth of cells resembling plasma cells with 
intracellular stroma, characteristic of plasma cell 
mveloma. 

The course of the disease was progressively down- 
ward. X-ray treatment was inaugurated but the 
patient’s family decided to take her home. By com- 
munication it was determined that she succumbed 
one month after leaving the hospital. 

Case IV.—The patient was a sixty-year-old col- 
ored male who entered the hospital February 3, 
1936, complaining of a fracture of his right arm. 
He had been a fairly healthy man up to several 
years ago when at infrequent intervals he would 
have severe lancinating pains radiating down his 
arms and legs. On June 13, 1935, the patient was 
brought to the hospital on account of injury to his 
right leg in a fall. The accident appeared trivial 
but he could not walk afterwards. Examination at 
that time revealed a pathological fracture of the 
mid-portion of the right femur. Unfortunately, at 
this time the patient’s limb was placed in a cast 
and he was allowed to return home undiagnosed. 
The cast remained on the extremity for eleven 
months. On February 12, 1936, the patient’s home 
was destroyed by fire and in attempting to save his 
wife, he twisted his right arm and entered the hos- 
pital the following day on account of inability to 
use his arm. 


Physical Examination: A poorly developed and 
undernourished elderly colored male, lying flat in 
bed, markedly anemic. The pupils reacted nor- 
mally. The optic fundi revealed a moderate arterio- 
sclerosis. The mouth was foul and the pharynx 


was moderately injected. There was no tenderness 
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about the head or neck. The chest expanded freely 
and the lungs were clear. The heart was moderately 
enlarged; the blood pressure was 170/90; and there 
were no murmurs or arrhythmias. The abdomen 
was soft and no masses were palpable. The geni- 
talia revealed a right hydrocele. 
normal. The extremities revealed a fracture of the 
right humerus at the junction of the upper and mid- 
dle thirds. The right femur was markedly deformed 


The prostate was 


due to old callous formation at the site of the old 
fracture. There was marked peripheral arterio- 
sclerosis. 

Clinical Course: Roentgen-ray examination re- 
vealed a pathological fracture of the right humerus 
with many areas of rarefaction about the fracture 
and along the medullary shaft below. The skull 
and pelvis also revealed many punched out areas. 
All of these changes were considered pathognomonic 
of multiple myeloma. Urinalysis revealed specific 
gravity 1.006, albumen 3 plus, infrequent casts; 
Bence-Jones bodies were found on two occasions. 
The blood count was: 2,300,000 red cells, 34 per 
cent hemoglobin, 6,250 white cells with 67 per cent 
PMN and 33 per cent lymphs. The blood Wasser- 
mann was negative. Blood chemistry: sugar 107, 
non-protein nitrogen 49, phosphorous 4.1, calcium 
10.4, total protein 6.4, albumen 4.9, globulin 1.5. 
The patient gradually became weaker and began to 
have frequent attacks of nausea and vomiting. 


Patient died in terminal uremia and_broncho- 
pneumonia March 15, 1936; no autopsy was per- 
mitted. 

Case V.—The patient was a sixty-one-year-old 
white female who entered the hospital December 3, 
1935, complaining of pain between the shoulder 
blades, numbness of the legs, and constipation. 
She had been well up to three years ago when sud- 
denly she began having attacks of pain between the 
shoulders radiating down the arms. 
fore admission the patient noticed numbness of the 
right hand and both legs, gradually losing the use 
of her lower extremities. She became bedridden 
and also complained of inability to void. 


Six weeks be- 


Physical Examination: <A well-nourished elderly 
white female with no tenderness about the head or 
neck. The pupils reacted normally. The optic 
fundi were essentially normal. The chest and lungs 
appeared normal. The heart was not enlarged; 
there was an occasional extrasystole; and the blood 
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pressure was 130/60. The abdomen was mod 
erately distended but no masses were noted. Ther 
was weakness of the right upper extremity and th 
lower extremities could be moved very little. Th 
deep reflexes were preserved in the arms but dei 
initely diminished in the legs. There was bilateral! 
ankle clonus and a positive Babinski on the right. 
There was diminishment of pain sensation from th: 
second thoracic vertebra downward and loss of vibra 


tory sense in both feet. 


Clinical Course: 
clear spinal fluid under 100 mm. of water pressure, 


A lumbar puncture revealed 


gradually rising to 250 with jugular vein compres- 
sion, and falling slowly to 200, evidencing an almost 
complete subarachnoid block. Roentgen-ray exami- 
nations demonstrated compression fractures of the 
fifth cervical and ninth and tenth dorsal vertebrae. 
Urinalysis was essentially negative; Bence-Jones 
bodies were not demonstrated. The blood count 
was: 4,200,000 red cells, 82 per cent hemoglobin, 
4,300 white cells with 80 per cent PMN and 20 
per cent lymphs. The blood Wassermann was nega- 
tive. Blood chemistry revealed sugar 128, non- 
protein nitrogen 25.6, cholesterol 180, chlorides 480. 
The spinal fluid contained .98 gms. of protein per 
liter but contained no cells. The patient complained 
of an upper respiratory infection and a continual 
pain in her shoulders. One morning she suddenly 
became breathless and cyanotic, and died very short- 
ly afterwards. 


Necropsy findings revealed a myeloma of the 
plasma type involving the fifth cervical and ninth 


and tenth dorsal vertebrae. The cause of death was 
bilateral pulmonary embolism arising from pelvic 


vein thromboses. 


CONCLUSIONS 

1. Five cases of multiple myeloma are reported 
and the protean manifestations of this disease are 
stressed. 

2. Spontaneous fractures should always suggest 
the diagnosis of multiple myeloma. 

3. The diagnosis of multiple myeloma can only 
be made with certainty by biopsy and X-ray. 
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THE CONTROL OF SYPHILIS IN THE STATES OF THE 
TENNESSEE RIVER VALLEY.* 


R. A. VONDERLEHR, 


Assistant Surgeon General, United States Public Health Service, 


Washington, 


The health problems of the Tennessee Valley 
are in general those of the southern portion of the 
United States. This is likewise true of the syphilis 
problem, although the predominantly white popula- 
tion in eastern Tennessee, western North Carolina, 
and southwestern Virginia should simplify the task 
Syphilis presents two peculiar- 
First of all, it 
is a disease which occurs most frequently in urban 
areas, although no community is fortunate enough 
Secondly, the racial factor 


of syphilis control. 
ities with regard to its prevalence. 


to be entirely free of it. 
is an important one in the prevalence of syphilis, 
a high percentage of Negroes in the population 


ordinarily increasing prevalence. In general, there- 


fore, syphilis should occur more frequently in the 
lower part of the Tennessee River Valley, where 
the proportion of Negroes in the population is in- 
creased, and in the cities which are located along 
the course of the Tennessee River. 


PREVALENCE AND INCIDENCE 


One-day surveys of sources of treatment have 
been conducted by the United States Public Health 
Service in five of the seven states through which 
the Tennessee River and its tributaries flow.1-2--4-5 

*Read at the second annual meeting of the Tennessee 
Valley Medical Association and Post-Graduate Assembly, 
Knoxville, Tenn., June 10, 1936. 
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A Study of the Vene- 
Ven. Dis- 
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These surveys were conducted in two counties, one 
city and one small town in Kentucky, in Jefferson 
County and Birmingham, Alabama, in thirty-four 
counties in Tennessee, sixteen counties in Missis- 
sippi, and eighteen counties in Virginia. There is 
some difference in the prevalence rates in the sev- 


eral communities. The rates per thousand popu- 


lation are shown in Table 1. 


Taste I. 

Prevalence Rates for Syphilis per 1,000 Population in 
Certain Areas of Alabama, Kentucky, Mississippi, 

Tennessee, and Virginia. 
Total 
21.4 
4.2 
2.3 
3.3 


White Colored 
14.8 38.6 
3.8 5.9 
3.0 
4.8 


Lexington, Kentucky 

Paducah, Kentucky 

Pike County, Kentucky 

Scott County, Kentucky = 

Jefferson County (including Bir- 
mingham), Alabama 0 

Tennessee (34 counties) a 

Virginia (18 counties) 4.0 0 6.0 

Mississippi (16 counties) 4.0 0 4.7 
The difference in the prevalence rates per thou- 


2.3 
2.9 


11.7 
8.0 


7.6 
4.4 


sand population on the basis of surveys of sources 
of treatment in urban and rural areas emphasizes 
the relative importance of syphilis in the cities of 
the South. 
Jefferson*County, the total rate for syphilis was 7.6 
per 1,000 population, and for Lexington, Ken- 


In Birmingham, Alabama, including 


tucky, the total rate was 21.4. On the other hand, 
the rate in predominantly rural areas ranged from 
2.3 in Pike County, Kentucky, to 4.4 per 1,000 
population in the thirty-four counties of Tennessee. 

These rates indicate that the prevalence of syphi- 
lis in the states of the Tennessee Valley is common 
in urban districts just as it is in other parts of the 
country. A direct relationship appears to exist be- 
tween the prevalence of syphilis in a city and the 
liability of residents in surrounding rural districts 
to exposure. The converse relationship is also true. 
Even in predominantly rural states the increased 
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prevalence of syphilis in the relatively small per- 
centage of urban population makes special control 
measures necessary in the more thickly populated 
areas. The tendency at present is for health organ- 
izations in the territory surrounding cities to neglect 
the syphilis problem and to refer infected individ- 
uals to the cities, where the program is all too 
frequently poorly organized and inadequate treat- 
ment can be provided only for residents of the city. 
The need for closer coordination of syphilis control 
work in such areas is great at the present time. 
One of the reasons for the increased prevalence 
of syphilis in the Negro is that provision is not 
made for adequate treatment of many of them. The 
fact that large numbers never seek treatment, or 
receive inadequate treatment if they do, makes the 
one-day survey prevalence rates for syphilis in 
this race relatively incomplete. 
tion of the prevalence of this disease may be gained 
by a study of the serologic surveys to determine 
prevalence which were performed in six of the 
states of the South some years ago. While the 
areas serologically surveyed were in six of the seven 
states included in the Tennessee Valley, they were 
limited to six counties which were not within this 
valley and are therefore only comparable in a gen- 
eral way to counties throughout the South in which 
the Negro population is relatively high. The rates 
based upon such surveys in these six counties were 
as follows: Alabama, 350 per thousand Negro pop- 
ulation; Georgia, 269; Mississippi, 236; North 
Carolina, 118; Tennessee, 259; and Virginia, 71 
per thousand Negro population. 
rates with those obtained by one-day surveys of 
sources of treatment as shown in Table 1. The 
average rate per thousand Negro population for the 


A clearer concep- 


Compare these 


six counties was 195 compared to 7 in the surveys 
It will be noted there- 
fore that the proportion of infected Negroes under 
treatment is less than one in twenty-five. The 
truth of this statement is likewise attested by the 
fact than in one of the counties in which the sero- 
logic surveys were conducted only from three to 
five per cent of the Negroes with syphilis gave a 
history of ever having received modern treatment 
for their infection. 


of the sources of treatment. 


CONTROL ACTIVITIES 
In considering the number of health departments 
and similar organizations in the Tennessee Valley, 


6. Clark, T.: The Control of Syphilis in Southern Rural 
Areas. Julius Rosenwald Fund, Chicago, 1932. 
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one should not be satisfied with present conditions. 
In many districts the Tennessee Valley is fortunate 
in having excellent health departments. On thie 
other hand, some of the counties in this area do not 
as yet have properly organized local health units. 
Under the leadership of the Health Commissioners 
in the several State health departments and the 
Director of Health of the Tennessee Valley Au- 
thority much should be accomplished in the near 
future in realizing a more complete organization 
of health work in all areas. 

The services which should be provided by health 
departments for the control of syphilis in this 
locality differ very little from the provisions which 
should be made for other representative portions 
of the country. These provisions should include 
diagnostic service for private physicians, hospitals 
and clinics, epidemiologic investigations of all 
sources of infection and contacts, provision of ade- 
quate treatment facilities in both urban and rural 
communities, and an effective educational program. 

Early diagnosis is the first of the fundamental 
principles of syphilis control. For this 
diagnostic service should include provision of the 
dark field method in all early cases of syphilis and 
of two or more efficient serologic tests for routine 
use. The best dark field method for the detection 
of Spirochaeta pallida is the direct one in which 
the patient is examined by the attending physician 
or in the laboratory of the clinic to which he goes 
for treatment. In rural areas where an experienced 
technician is not always available the indirect dark 
field method is the only reliable one. In the health 
departments of one or two of the states in the Ten- 
nessee Valley some provision has already been made 
for the extension of the indirect dark field service 
to physicians. 


reason 


The recent experience of the Committee on Evalu- 
ation of Serodiagnostic Tests for Syphilis indicates 
the need for periodic clinical and serologic com- 
parative examinations of the performance of such 
tests in all laboratories. As will be reported in the 
near future, representative laboratories throughout 
the country may perform serologic tests for syphilis 
in either a most efficient or in an inefficient man- 
ner.’ Physicians should demand that laboratories, 
which render them serodiagnostic service, be cer- 
tain of the reliability of their reports. 





7. Parran, T., and others: The Efficiency of State and 
Local Laboratories in the Performance of Serodiag- 


nostic Tests for Syphilis. ‘To be published. 
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The provision of adequate treatment in early 
syphilis constitutes, after early diagnosis, the sec- 
ond of the two most important principles of control. 
The effectiveness of treatment in early syphilis is 
clearly demonstrated in the studies of the Cooper- 
ative Clinical Group, which indicate the percent- 
age of satisfactory results attained when adequate 
treatment by the continuous-alternating method is 
begun in the seronegative or seropositive primary 
stage or in the early secondary stage.* The term 
“satisfactory result” as used in these studies implies 
that the patient has been followed for two or more 
years and that during one probationary year he 
has had no manifestations of syphilis, his blood 
has been consistently negative, he has had a nega- 
tive physicial examination, and in almost all in- 
stances a negative spinal fluid examination, or 
without a record of these negative findings he has 
had a reinfection. 
best outcome is achieved in seronegative primary 


According to these studies the 


cases, when 86 per cent of the patients attain a 
result practically tantamount to cure. 
has the same effect in early secondary syphilis. 


Treatment 


The results in seropositive primary syphilis are 
somewhat less favorable, probably because the ad- 
ministration of continuous treatment during this 
period prevents the full development of the patient’s 
immunologic response. While this hypothesis may 
be true, all experts in the clinical management and 
in the public health control of syphilis are agreed 
that treatment should be begun in the seropositive 
primary stage despite the slightly less favorable 
outcome. To permit the patient with syphilis in 
this stage to develop the early secondary manifesta- 
tions would allow a potential source of infection 
in a highly communicable condition to remain a 
hazard to the public health for many weeks. 
The statement is often made without suffcient 


confirmatory evidence that inadequate treatment 
predisposes to the development of central nervous 
Recently 


a study of untreated syphilis in the male Negro, 


system and cardiovascular involvement. 


based upon clinical findings, was completed in a 


southern rural area. The findings have made a 


comparison possible with infected Negroes who re- 


8. Stokes, J. H., and others: Cooperative Clinical Studies 
in the Treatment of Early Syphilis. Ven. Dis. Inform., 
Washington, 1932, 13:135, 165, 207, 253. 

9. Vonderlehr, R. A., and others: Untreated Syphilis in 
the Male Negru: A Comparative Study of Treated 
and Untreated Syphilis. J. 4. M. 4., Chicago, Sep- 
tember 12, 1936, 107:856. 
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ceived inadequate treatment during the first two 
Unfortunately the 
observation period in the inadequately treated group 


years of the syphilitic process. 


is limited at present to a maximum of nine years. 
The findings in both the untreated and inadequate- 
ly treated Negroes are portrayed in Table II. 
TABLE II 


Comparison of Findings Made on Examination of Un- 
treated Syphilitic Male Negroes 25 or More Years of 
Age with a Similar Treated Group. 





| Duration of Infection in 
____s*Years 
occ 
Cardiovascular Y A 12.0 | 
Neurosyphilis 30.8 36.0 | 
Asymptomatic 15.4 | 20.0 
Symptomatic 15.4 | 16.0 
Total Cases | 
Number 26 2 | 31 
Cardiovascular ; : 6.9 
Neurosyphilis . 4 | 13.8 
Asymptomatic : 68S 
Symptomatic 10.3 


Type of 
Manifestation | 


_| Nine 

41.9 
29.0 
12.9 
16.1 


Treatment 


None 





Inadequately 
treated dur- 
ing first two 
years of in- 
fection 





Total Cases 
Number 86 | 49 29 











It will be noted in the untreated patients that the 
frequency of cardiovascular involvement and neuro- 
syphilis is from two to seven times that in the in- 
adequately treated group during the three, six, and 
nine-year intervals after the infection was acquired. 
A group of sixty-eight Negro males adequately 
treated during the first two years of the disease and 
observed for a period of fifteen years was available 
for further comparison. In not a single adequately 
treated patient did central nervous system or car- 
diovascular involvement occur. 

Studies of the Cooperative Clinical Group also 
indicate the effectiveness of the prevention of the 
transmission of syphilis by treatment of the expect- 
ant mother. Among 1,467 pregnant women who 
were infected with syphilis but who had never been 
treated either before or during pregnancy an appar- 
ently healthy child was born in only 17 per cent 
of the cases. On the other hand, in a group of 
forty-three syphilitic pregnant women, who were 
given adequate treatment, apparently normal chil- 
Ade- 


quate treatment for syphilis in pregnancy is defined 


dren were born in 91 per cent of the cases. 


as consisting of at least ten doses each of one of 

the arsphenamines and one of the heavy metals, 

preferably bismuth, the administration of which is 

10. Cole, H. N., and others: Cooperative Clinical Studies 
in the Treatment of Syphilis: Syphilis in Pregnancy. 
Ven. Dis. Inform., Washington, 1934, 15:83. 
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started before the fifth month and continued until 
the end of term. 

The possibility for the prevention of the pre- 
natal transmission of syphilis through treatment of 
the pregnant woman is truly remarkable. Unfor- 
tunately, the effectiveness of this method of pre- 
venting syphilis is seriously handicapped by the 
failure of the expectant mother to present herself 
early in pregnancy for examination and the insti- 
tution of treatment, if necessary. MclIvor™ has 
recently shown in the Brunswick-Greensville Health 
Administration Studies the promptness with which 
pregnant women seek maternal care. A modified 
analysis of her results indicates that only 16.9 per 
cent of 189 pregnant women in rural areas visited 
a midwife or physician or otherwise made known 
her pregnancy before the end of the fifth month 
so that routine measures connected with maternal 
care might be instituted, including the prevention 
of the prenatal transmission of syphilis. 


Taste III 
Distribution of Antepartum Cases Visited by the Nurses 
According to the Month of Pregnancy When the Case 
Wast First Visited. 
(Modified from Brunswick-Greensville Health 
Administration studies.) 
1st to 4th months | 5th to 9th months Total 
Number |Percent, Number |Percent| Number |Percent 
Total! 32 16.9 | 157 | 831 | 189 | 100.0 
The Brunswick-Greensville Health Unit in Vir- 
ginia is generally considered to be an efficient organ- 
ization. It is quite obvious, therefore, that if syphilis 
in pregnancy is to be prevented, more concerted and 











more aggressive action will be necessary in discover- 
ing expectant mothers early in pregnancy and in 
bringing them in for early routine maternal care. 
From an administrative standpoint the most 
efficient organization of treatment facilities in urban 
areas is the polyclinic. Subventionary assistance 
should be extended to such clinics for the treatment 
of persons infected with syphilis who cannot afford 
to provide such treatment for themselves. In rural 
districts adequate treatment facilities may be de- 
veloped for these persons by reimbursing properly 
qualified local physicians for the service, by the 
administration of treatment by well qualified county 
health officers themselves, or by furnishing free 
transportation for infected persons to the nearest 
center at which approved treatment may be obtained. 


11. Mclvor, P.: Maternity Nursing Service of a Bi-county 
Health Department. Pub. Health Rep., Washing- 
ton, 1935, 50:1293. 
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In rural areas with a large Negro population spe- 
cial treatment centers should be set up to supple- 
ment the more conventional provisions. 

The epidemiologic investigation of all cases of 
syphilis is a matter of paramount importance. Too 
frequently in the past have health officers labori- 
ously established routine measures for discovering 
cases through serologic surveys and given no atten- 
tion whatever to the relative communicability of 
the patient before establishing treatment. Practi- 
cally all accumulated evidence indicates that 
acquired syphilis is a problem of greatest signifi- 
cance during the first two years of the disease. In- 
deed, the vast majority of acquired cases of syphilis 
appear to have become infected as the result of ex- 
posure to a source of infection with syphilis of 
less than one year’s duration. The only other 
important source of infection appears to be the 
pregnant syphilitic woman for her unborn child. 

In the more progressive health departments of 
the country comprehensive epidemiologic programs 
have been or are now being instituted. These 
measures offer a short cut to the attainment of the 
ultimate goal of the control of syphilis. The work 
first of Munson’ and later of Brumfield 
Smith® has demonstrated this point. When such 
procedures are not followed, only the original pa- 
tient and no sources and contacts with such patient 
if infected are brought immediately to treatment. 
But by means of modern epidemiologic procedure 
practically all infected patients are brought in when 
they are a source of greatest danger to the public. 
Syphilis is as serious and disabling as other less 


and 


common communicable diseases and there is as 
much reason why intelligent epidemiologic methods 
should be used in its control as in outbreaks of 
typhoid fever, smallpox, and other similar diseases. 

Many practicing physicians as well as health 
officers have lacked interest in the syphilis problem 
and have shown little or no initiative in supporting 
measures for its control. This is one explanation 
for the failure of the syphilis control program. It 
is believed that intelligent citizens will not indefi- 
nitely permit infected individuals to be given inade- 
quate treatment or not to be treated at all. An 
effective educational program will teach the people 


12. Munson, W. L.: 
Methods in the Control of Syphilis. 
Health, New York, 1932, 22:134. 

13. Brumfield, W. A., Smith, D. C.: Transmission Se- 
quence of Syphilis. Am. J. Pub. Health, New York, 
24:576. 





Practicability of Epidemiological 
Am. J. Pub. 
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many things. It is even conceivable that in the 
future the backward physician will awake to find 
himself confronted by an infected person who de- 
mands not only treatment but adequate treatment, 
including a thorough epidemiologic investigation of 
his case. The increased interest of all educational 
and informative agencies in the syphilis problem 
during recent months is a significant indication that 
the public may become aroused. Realizing this, 
the progressive physician will support the syphilis 


control program of the health department. 


THE TENNESSEE VALLEY AUTHORITY AS 

. HEALTH 

The Tennessee Valley Authority offers 
its public health and medical section a large num- 
ber of advantages which would not otherwise be 


ASSET 
through 


available in that area. In circumscribed areas the 
Authority makes provision for the prevention of 
disease and the care of injured employees. Through- 
out the entire valley the influence of the Authority 
is felt by health departments which are encour- 
aged toward increased endeavor in the field of 
public health. Experienced health officers know 
well the beneficial effect of such a stimulating or- 
ganization not only in their own immediate depart- 
ments but in all local units under their jurisdiction. 
This favorable influence applies to syphilis as it 
does to other communicable diseases. 

The promotion of health work throughout the 
South requires a considerably larger outlay of funds 
than is needed in many other parts of the country. 
The high prevalence of diseases, such as malaria 
and hookworm, which are more or less indigenous 
to this area, the decreased per capita income, and 
the sparsely populated condition of many counties 
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often makes an effective organization of health ser- 
vice difficult. The Tennessee Valley Authority has 
brought such beneficial service to a number of rel- 
atively poor and sparsely populated areas. It is 
conceivable that it may extend this work through 
indirect assistance to many other parts of the sev- 
With respect to the control of syphilis, 
much can be accomplished, as has already been 


eral states. 


mentioned, through the proper coordination and 
extension of existing facilities for the diagnosis, 
The Author- 
ity will do well, with the assistance of State de- 
partments of health, the United States Public Health 
Service, and voluntary organizations, to continue 


treatment, and follow-up of patients. 


to use its abetting influence in order to provide 
a considerable increase in the intensity of present- 
day control measures directed against syphilis. 

In conclusion, the basic principles of syphilis 
control in the Tennessee Valley may be enumerated 
as follows: 

1, <A thorough development of treatment facili- 
ties, particularly in urban areas and where the per- 
centage of Negro population is increased. 

2. The adoption of epidemiologic principles of 
control in every patient with early syphilis. 

3. General provision by the health department 
of properly performed microscopic and_ serologic 
tests to assist the physician, who should use them 
routinely, to make a diagnosis of early syphilis 
at the earliest possible time. 

4. A more concerted effort to provide general 
maternal care, beginning early in pregnancy, in- 
cluding the institution of adequate antisyphilitic 
treatment when indicated before the fifth month of 
gestation. 


THE DYSTROPHIA DYSTOCIA SYNDROME.* 


WALTER McMann, B. S., M. 


Danville, Va. 


Perhaps, more than in any other province in the 
realm of medicine, the old adage, ‘“To be forewarned 
is to be forearmed”, is the watchword of obstetrics. 
It is because of the necessity of continual suspicion 
and the need of prompt interpretation and correc- 


tion of untoward events that prenatal care has had 





*From the Obstetric Service, Lincoln Hospital, New 
York City. 


D., 


such a tremendous impetus, especially in this coun- 
try. Prenatal care should mean more than the relief 
of subjective and objective symptoms during the 
pregnancy; it should prepare the accoucheur and 
give him an insight as to the type of labor the pa- 
tient is to expect. The endocrinologic factor, be- 
cause of recent research, is playing more of a part 
in the complete summation of the possibilities of a 
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“normal” successful termination of the pregnancy 
and a non-morbid puerperium. In estimating the 
morbidity of puerperae it is not enough to take into 
consideration temperature and pulse but we must 
view the delivered woman in relation to her non- 
pregnant state. It should be the aim of obstetrics 
to restore the mothers as near to the non-pregnant 
Often, after a long protracted 
labor, at the end of which the baby may have been 


state as possible. 


lost and the mother suffered extensive lacerations, 
the accoucheur will wonder just what was the factor 
causing the dystocia. The pelvis had been checked 
as ‘‘ample”* and the patient seemed to have strong 
contractions. Yet, after many hours with very lit- 
tle progress, operative intervention has been neces- 
sary. 

To a certain class of patients, presenting definite 
characteristics and having difficult labors, DeLee 
has applied the term “dystrophia dystocia syn- 
drome.” These women have signs of endocrinologic 
dysfunction, most likely hypopituitarism. Very lit- 
tle has been written about this syndrome; DeLee 
devotes less than a quarter of a page to it in his 
textbook, though the short description is a model 
of succinctness in description. Cornell made a most 
excellent review of the subject in 1931. We wish 
to call attention to the dystrophia dystocia syn- 
drome, believing that by proper evaluation of the 
symptoms and signs presented by the patient some 
needless suffering and puerperal pathology may be 
avoided. 

The majority of the women having this syn- 
Quite 


drome are in the elderly primipara class. 
frequently they become pregnant only one time and 
usually the pregnancy is after having been married 


for some time. The past history, as a rule, is one 


of irregular menstruation accompanied by dys- 
menorrhea. 

In contrast to the phlegmatic appearance and 
lethargy that seems manifest, the patient has a very 
hypersensitive nature. At the very onset of preg- 
nancy she becomes a problem because she is beset 
by all the petty annoyances that worry the obste- 
trician to distraction, because nothing seems to be 





*The widespread use of the word “ample” in referring 
to pelves classed as normal is to be deprecated. A nor- 
mal plevis can sometimes be far from ample. The term 
should be used only when vaginal examination is made 
while the patient is in labor and when the size of the 
pelvis is estimated to be large enough to accommodate 
the fetus to be delivered. In this article that is the mean- 
ing of the term. 
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able to wholly correct them. Vomiting in the ear!y 
months is aggravated and later on the patient seens 
more prone to develop toxemia of pregnancy than 
the average pregnant female. 

When examining the woman having this syndrome 
one is impressed by the apron of fat hanging down- 
ward from the lower abdomen. Of course it is more 
pronounced in some cases than in others, but it is 
quite easy to differentiate the simple obese woman 
from the one presenting the syndrome. There are 
pads of fat distributed over the body, particularly 
the hips and thighs. The patient is often shorter 
than the average female, with a squatty appearance. 
The arms are usually longer than the legs. There 
is a tendency to male distribution of hair, which is 
thicker than the average. The hands are spade-like 
and the bones are thickened. The skin is rather 
coarse to the touch. Although the external genitals 
seem normal, the vagina, as a rule, is found to be 
hypoplastic and inelastic. 

From the pelvic measurements and vaginal ex- 


“ce 


ploration one would judge the pelvis to be “ample.” 
The bones, however, are thick; the symphysis is deep, 
and in many cases there is slight narrowing of the 
pubic arch. One of the distinguishing features of 
the measurements is the wide intertrochanteric diam- 
eter. Using the classification of pelves proposed by 
Caldwell and Maloy, we would say that those women 
with the dystrophia dystocia syndrome have an an- 
thropoid pelvis with some android characteristics su- 
perimposed. We have not made a study of the pelvic 
inclination which has been emphasized by Jacoby, 
nor have X-ray studies been made. 

The whole make-up of the patient suggests a more 
or less endocrinologic dystrophy which is probably 
because of pituitary dysfunction-hypopituitarism. 

Invariably the fetus is in the posterior position 
with a floating or very high head, and just as in- 
variably the length of gestation is prolonged, which 
adds to the difficulties. Most of the babies are large, 
but, judging from the pelvis alone, spontaneous nor- 
mal delivery would be expected. 

As soon as labor begins, or certainly in the early 
part of the first stage, it is recognized that something 
is wrong. The laboring woman will have strong har- 
rowing pains, causing her much discomfort, but the 
contractions will be weak and ineffectual. Oxytocics, 
if given, will increase those pains but will have very 
little effect on the force or strength of them. Prob- 
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ably because of the posterior position, the mem- 
branes rupture early. One of the main character- 
istics of the labor is the exceedingly slow dilatation 
of the cervix; often after 24 hours of labor we will 
find it to have dilated only a finger’s breadth or so. 
The cervix feels resistant-rubbery. Manual dila- 
tation or operative procedures through the incom- 
pletely dilated non-yielding cervix leave horrible 
stringy lacerations of the cervix. The cervix may be 
incompletely dilated after two, three or four days of 
agonizing pain (one is afraid to give these women 
And, 
even if the cervix is completely dilated, interference 


much analgesia as it tends to stop labor). 


from below, because of the relatively small vagina 
and inelasticity of the perineal floor, will often cause 
extensive perineal and vaginal lacerations. 

From the long agonizing labor the parturient is 
exhausted. There is a possibility of post-partum 
hemorrhage from the atonic uterus. Because of the 
long period in which the membranes are ruptured, 
the patient is liable to be infected or potentially so. 

The labor pictured above is not a pretty one. 
When it is over the accoucheur will wonder why the 
difficulties were not foreseen. 

What brought the difficulties and dangers of the 
dystrophia dystocia syndrome forcibly to our atten- 
tion was having three such patients in labor at the 
same time. 


CasE REPORTS 

1.—B. H., age twenty-eight, height sixty-five 
inches, weight 179 pounds; primipara; menses always 
irregular. During the prenatal care was complain- 
ing all the time. On admission to hospital vaginal 
examination showed pelvis to be “ample” for the 
large fetus. After thirty-five hours of labor head 
unengaged and cervix two fingers dilated. Caesarean 
section (low flap; transverse incision in lower uterine 
segment). Baby weighed nine pounds. Normal re- 
covery for mother and child. 

2.—S. K., age twenty-nine, height sixty-three 


inches, obese; primipara; menses always irregular. 


At vaginal examination on admission pelvis esti- 
mated as “ample.” After twelve hours of active labor 
head unengaged, cervix two fingers dilated; it had a 
distinct rubbery feel. Caesarean section (low flap; 
transverse incision in lower uterine segment). Baby 
weighed nine pounds. Normal recovery for mother 
and child. 


3.—S. L., age twenty-three, height sixty-two 
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Pelvis examined on 


admission and estimated as “ample.” 


inches, weight 202 pounds. 
During labor 
the membranes were ruptured artificially, hoping 
After seventy-two hours 
of labor the cervix was incompletely dilated and 


to facilitate the progress. 


the head remained high. A high forceps operation 
was done. Even after the wide episiotomy which was 
done there were deep vaginal lacerations. Happily 
we secured a live baby, but the recovery of the 
mother was very slow. 

All three of these cases presented the same char- 
outlined above. 


acteristics All the pelves were 


ample” for delivery of the baby, 


checked as being “‘ 


which was estimated as being large in all cases. If 
these women had not been sufferers of the dystrophia 
dystocia syndrome we feel that they would have had 
a spontaneous normal termination of their labor. 
Previous to these three cases we had others which, 
in restrospect, we believed belonged to this class. 
Not having recognized them as such, they were al- 
lowed to have long labors and the reason for the 
long duration and non-dilatation of the cervix was 
In two instances we feel sure that 
fetal fatality and maternal morbidity were due to not 


not clear to us. 


recognizing the syndrome. Since the three cases re- 
ported we perform Caesarean section on patients hav- 
ing the dystrophia dystocia syndrome if there has 
been no progress after a short trial labor. 

As a factor in the causation of dystocia the cervix 
must always be considered. A non-dilating, non- 
yielding cervix can prevent the progress of labor as 
surely as a bony obstruction. In the case having the 
dystrophia dystocia syndrome the cervix is tough 
and inelastic. When felt between the fingers it has 
a distinct rubbery consistency. 

New so-called indications for Caesarean section 
are being advanced every day and it is not seldom 
that poor obstetrics and faulty art are hidden be- 
hind the abdominal route of delivery. The dys- 
trophia dystocia syndrome, it seems to us, presents 
a legitimate indication for section. However, a prop- 
er evaluation of each case must be made and the 
accoucheur must decide early as to how long a trial 
labor shall be allowed. 

The dystrophia dystocia syndrome is fairly easy 
to recognize, certainly after labor has started. Most 
of those women belong to the one or two pregnancy 
class because of the endocrine dysfunction; there- 
fore, it behooves us to take more than usual precau- 
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tions and to be more wary for the baby’s sake. Pre- 
natal examination should give the accoucheur an in- 
sight into the type of labor his patient will have. If 
the syndrome which we have attempted to describe is 
present, he should be ready to perform Caesarean 
section. If the patient is delivered from below, ex- 


tensive and crippling lacerations of the cervix, 


It is 
our opinion that upon diagnosing the dystrophia 


vagina and perineum are often unavoidable. 
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dystocia syndrome, if the labor does not progress sat- 
isfactorily, Caesarean section is the conservative wey 
of terminating the labor. 
SUMMARY 

1. The dystrophia dystocia syndrome is de- 
scribed. 

2. Caesarean section is advised after proper 
evaluation of the patient. 

Masonic Temple. 





FEVER THERAPY IN THE TREATMENT OF CERTAIN 
INFLAMMATORY EYE DISEASES. 


G. H. Facet, M. D., 


Surgeon, U. S. Marine Hospital, 
Norfolk, Va. 


Many ophthalmologists recommend the employ- 
ment of foreign protein in the treatment of iritis, 
uveitis, keratitis, conjunctivitis and corneal ulcers. 
Boiled milk and typhoid vaccines have been ex- 
tensively used in these conditions with some good 
effect. May! believes that boiled milk, typhoid 
vaccine and diphtheria antitoxin frequently act fa- 
vorably in uveitis and virulent forms of corneal 
ulcer. According to Miller,? Scarlett? and others, 
protein therapy seems to be especially successful 
in acute iritis. Probably the results 
obtained with these non-specific proteins depend 
to some extent upon the production of fever. It 
is for this reason that artificial pyretotherapy has 


favorable 


been tried, with success, in corneal ulcer and acute 
iritis by Whitney* and others. 

In August, 1934, a Kettering hypertherm cabinet 
was installed at the U. S. Marine Hospital, Nor- 
folk, for experimental purposes. Since then it has 
been in daily use in the treatment of gonorrhea 
and its complications, syphilis, especially cerebro- 
spinal syphilis, arthritis, asthma and other condi- 
tions. 
in this article. 

The Kettering hypertherm has been found io 
be a very efficient machine for the administration 
of controlled artificial fever. 
sists of an air-conditioned cabinet in which the 
patient lies with only his head protruding on the 
outside. The body is in contact with the super- 
heated humidified air of the cabinet, which is kept 
in constant motion by a set of fans. The body 


Among the latter are the cases discussed 


This apparatus con- 


temperature quickly rises to the desired point. The 
three controlled factors, heat, humidity and air 
motion, add a certain degree of comfort and safety 
for the patient not present in other fever therapy 
machines. 

A body temperature of 105°, 106° or 107° F. 
can be easily attained within an hour and main- 
tained at a constant level for a prolonged period 
by the Kettering hypertherm. 

On April 23, 1935, some time before reading 
the publication of Dr. Whitney’s work, we treated 
our: first case of iritis with fever therapy with very 
gratifying results. This patient, Case 1, was not 
doing well under vigorous treatment and hyper- 
pyrexia was suggested as a sort of last resort. Since 
then such patients are usually referred to the Fever 
Therapy Department whenever they are not pro- 
gressing satisfactorily under the usual form of 
treatment. In this way seven cases have thus far 
been given this treatment and they form the basis 
of this report. 

Case 1. M. Z., a seaman, white, age 37, was 
admitted to the hospital on February 2, 1935. 
Diagnosis was iritis, bilateral, with ulcer forma- 
tion and tonsillitis, chronic. 

History: He stated that while chipping paint 
on a ship a piece flew into his left eye. The next 
morning there was considerable swelling. He was 
treated by a doctor for several days and then had 
to go to sea. The eye has gotten progressively 
worse since then. 

Examination: 


The left eye is markedly in- 
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flimed. There is marked deep injection and the 


iris is discolored. There is some exudation and 
an ulcer of the cornea is present. 

Course: The eye was treated with atropine, 
hot boric acid compresses and argyrol. Internally 


he was given large doses of sodium salicylate. 
Since very little improvement was noted, after the 
middle of February, potassium iodide and _ injec- 
By March 2 
very little improvement had occurred. Milk in- 
jections were instituted. By March 22 the left 
eve was beginning to improve but the right eye 
On March 
26, the tonsils were considered as possible active 


tions of mercury were substituted. 


became involved with a similar iritis. 
foci of infection and were removed. At about this 
time salvarsan was started as the Kahn test was 
1 plus on two occasions although the Wassermann 
remained negative. ‘There was no history of syphi- 
lis. The iritis of right eye resisted treatment dur- 
ing the next month while the left eye slowly im- 
At this time a corneal ulcer developed in 
the right eye. 


proved. 
This eye was extremely painful and 
fever therapy was decided upon as more or less 
a last resort. 

The first treatment took place on April 25, 1935, 
and was of five hours’ duration with a fever of 
106° F. Almost immediate relief of pain was ex- 
perienced by the patient. 
an evident lessening of the acute inflammatory re- 


The next day there was 
action. A second fever therapy of like duration 
and height was administered on April 30th with 
very gratifying results. 
inactive and healing progressed rapidly. 


The corneal ulcer became 


The patient was discharged on May 11, 1935. 
“Patient 


came to the hospital with an ulcer of the cornea 


The final ward surgeon’s note reads: 


of left eye and secondary iritis. This responded 


¢ 


poorly to treatment. When the left eye began to 
show improvement he developed the same condition 
in the right eye. Intensive treatment of both eyes 
resulted in little improvement. He was then given 
fever therapy and in two treatments a remarkable 
cure was effected. There is still a slight scar at 
the site of the ulcer but the inflammation has en- 
tirely subsided and there is no impairment of vision. 
He is being discharged as recovered with no dis- 
ability and a favorable prognosis.” 

Case 2. C. O., Master, white, age 35, was ad- 
mitted on April 29, 1935. Diagnosis was iritis, 


right eye and tonsillitis, chronic. 
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History: Patient stated that on April 3, 1935, 
he first noticed pain and swelling of his right eye 
and that the light hurt it. This gradually grew 
worse in spite of being under a doctor’s care con- 
stantly. 
of the light. 
had an attack of tonsillitis during the last winter 


At present he does not open eye for fear 
Upon questioning he states that he 


and on several previous occasions. 
Examination: The right eye showed much cir- 
cumcorneal injection and a marked conjunctivitis. 
The pupil had been dilated and the iris was cloudy. 
The left eye was normal. The tonsils were hyper- 
trophic and infected. Urinalysis showed no ab- 
normalities and the Wassermann was negative. 
Course: The eye was treated locally by the 
usual hot boric compresses and argyrol drops, the 
Sodium salicylate grs. 
Very little change 
The 
first fever therapy was tried on May 6, 1935, at 
106° F. 
reported that the pain and discomfort of his eye 


pupil being kept dilated. 
XV was given three times a day. 


was noted at the end of a week’s treatment. 


for five hours. The next day the patient 


had disappeared. Examination showed subsidence 
of inflammatory signs. During the following week 
improvement continued and the pain did not return. 
May 13 
duplicating the previous one established the cure. 


A second Kettering hyperthermia on 
The following day the tonsils were removed as a 
possible source of infection. 

The ward surgeon’s discharge note on May 20, 
1935, 
further treatment. 


read: “Patient discharged, not in need of 
Iritis which was believed to be 
secondary to tonsillitis has healed. The eye in- 
flammation responded well to pyretotherapy, two 


treatments completely relieving his symptoms. 


Condition on discharge is recovery without dis- 
ability, prognosis good.” 

Case 3. Bi FF. 
admitted on July 14, 1935. 


fireman, colored, age 40, was 
Diagnosis, conjunc- 
tivitis acute bilateral; syphilis, tertiary general. 

History: 


with badly inflamed eyes which pained him and 


On June 13, 1935, the patient awoke 


ran a thin pus. He washed them frequently, but 


today they are much worse. 


Examination: Both eyes show a marked muco- 


purulent discharge with much lacrymation and 


blepharospasm. The bulbar and palpebral con- 
junctivae are swollen and injected. The cornea is 
There was also a urethral discharge of a 


Smears of the exudate from 


hazy. 
subsiding urethritis. 
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the eyes showed many pus cells but no gonococci. 
The urine showed pus and albumin, The Kahn 
and Wassermann were both strongly positive. 

Course: The eyes were treated with hot boric 
acid compresses and argyrol and a mild mercurial 
ointment was applied locally. Satisfactory im- 
provement did not develop and to save time and 
suffering the patient was placed in the fever cab- 
inet on June 18, 1935, and his body temperature 
was elevated to 105° F. and maintained between 
105° and 106° for five hours. The patient re- 
ported marked symptomatic relief and the con- 
junctivitis began to subside. Local treatment was 
continued and on June 20, 1935, he was trans- 
ferred to the venereal ward for the treatment of 
syphilis with the eye condition under control. After 
a full course of chemotherapy he was discharged on 
August 21, 1935. The conjunctivitis had been 
cured and further treatment was advised for the 
syphilis, the prognosis depending upon this treat- 
ment. 

Case 4. J. D., an Employees’ Compensation 
Commission beneficiary, colored, laborer, age 34, 
was admitted September 3, 1935. Diagnosis, cor- 
neal ulcer right eye; iritis traumatic right eye. 

History: At the Portsmouth Navy Yard on 
August 30, 1935, while chipping paint from a ceil- 
ing a particle fell in his right eye. He reported 
to the dispensary and was treated. The eye be- 
came gradually worse, more painful and swollen 
in spite of this treatment and he was sent to the 
Marine Hospital, Norfolk, Virginia. 

Examination: The right eye shows an acute 
iritis and an opaque spot in the cornea over the 
pupil. There is a whitish exudate around the mar- 
gin of the lids. The left eye appears normal. 
Vision, right eye light and gross objects only, left 
20/20. 

Course: The eye was treated with hot boric 
acid compresses and the pupil was dilated with 
atropine. The patient was to be seen by the con- 
sultant as soon as possible. The ophthalmologist 
saw him on September 4, 1935, and_ reported: 
“Right eye vision, fingers counted at four feet. 
Pupils moderately dilated with atropine. There is 
extensive corneal ulceration which is centrally lo- 
cated. The fundus is seen with difficulty, although 
There is a moderate conges- 

Left eye vision 20/15. 
Prognosis: There will be 


apparently negative. 
tion of the conjunctiva. 
No abnormal findings. 
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marked impairment of vision from this ulcer. 
There is a possibility of perforation of the corn a. 
Advise continuation of atropine, hot compressvs, 
cauterization of ulcer with phenol; patch; 
general treatment such as foreign protein, bismuth 
and mercury. If healing is delayed actual cautery 
to the ulcer is advised.” 


also 


These recommendations were carried out and the 
ulcer was cauterized with phenol on September 5, 
1935. On September 6, the eye consultant saw him 
again and thought it was best to cauterize with 
the actual cautery. On the next day he did so. 
On September 9, the eye appeared to show no fur- 
ther extension of the ulceration. By September 
14, there was still much inflammation and the ulcer 
was unhealed. A_ fever therapy approximating 
106° F. was maintained for five hours on that day 
in the Kettering hypertherm. Following this the 
patient was more comfortable, although he devel- 
oped an extensive labial herpes. The corneal ulcer 
soon exhibited signs of satisfactory healing. He 
was discharged on October 12, 1935, as he was 
sufficiently well to go home and return for out- 
patient treatment. The corneal ulcer was almost 
completely healed but a central opacity practically 
obliterated the pupillary opening. Vision was O 
D 10/200, O § 10/10. There was no injection of 
the conjunctiva. It was thought that the vision 
might improve a little but the right eye will prob- 
ably be rated as industrially blind. One fever 
therapy was of considerable assistance in this case. 
After two weeks of out-patient visits the ulcer was 
completely healed. 


Case 5. 
old, white, was admitted on September 9, 


L. D., a coast guard seaman, 46 years 
1935. 


Diagnosis: Keratitis, ulcerative, left, cause un- 
determined. 
History: The patient states that in July, 1935, 


while on ice patrol he felt as though he had grit 
in his left eye. He used boric acid washes without 
relief. There was much pain in the eyeball itself. 
On landing he reported to the out-patient clinic 
for treatment. An ulcer had developed which per- 
sisted in spite of various forms of treatment, and 
he was advised to enter the hospital for fever 
therapy. 

Examination showed the left pupil to be dilated 
with atropine. There was marked congestion and 
the iris was cloudy, the cornea swollen and there 
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137] 
is a small corneal ulcer centrally located. This 
icer had been present for two months. 

The local treatment of boric acid and 
rgvrol was at 8 S&S 


vas given for three days and he was given three 


Course: 
continued. Quinine grs. 
\vperpyretotherapies, each of five hours’ duration 
at a temperature approaching 106° F. These were 
staged at weekly intervals. Each fever therapy 
was well received and resulted in relief of pain 
and inflammation. The ulcer became progressively 
smaller. 

The patient was discharged improved on Octo- 
ber 3, 1935, to an out-patient status. The ulcer 
was well under control at that time although not 
Good 
the out-patient clinic and the ulcer soon healed. 
It was felt that fever therapy was of some assis- 
tance in the cure of this stubborn corneal ulcer. 

Case 6. W. 29, ad- 


mitted on November 25, 1935, with diagnosis of 


completely healed. progress was made in 


O., seaman, colored, age 


iritis, bilateral and syphilis, tertiary. 


History: 
eye became sore and red. 


Five days before admission his left 
Soon he could not see 
to read. The pain was severe and light hurt his 
eve. It seems to be getting worse. 

The left eye is markedly injected 
There is 


Examination: 


and the iris is swollen and _ smoky. 
increased lacrymation and the vision is blurred. 
Photophobia is present. The urine was negative, 
the Wassermann strongly positive and the Kahn 
four-plus. There was a moderate leucocytosis. 
Course: The eye was treated by the routine hot 
compresses and argyrol locally. The pupil was 
kept dilated with atropine; systemically sodium 
salicylate gr. XX t. i. d. was used. 


During more than 


For relief of 
pain codeine had to be given. 
a week of this treatment little change was observed. 
Fever therapy was then instituted on December 7, 
1935. A fever of 106° F. for five hours was pro- 
duced. Prompt relief of the iritis followed. By 
December 13, the inflammation had completely sub- 
The next day the right eye became involved 
This did not improve 


sided. 
with a typical acute iritis. 
with the usual local treatment. 
the patient was again treated in the fever machine. 


On December 17, 


The same type of temperature curve was admin- 
istered. He again reacted favorably with prompt 
symptomatic relief. The iritis completely cleared 
up in a few days. 

Thereafter, on December 18, 1935, potassium 
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iodide and salvarsan treatment was started for his 
syphilis. He was discharged on January 2, 1936, 
with the advice to continue the treatment of his 
Both were well 


syphilis as an out-patient. eyes 


and his vision was normal. 
Case 7... BE. , 


seaman, white, age 24, was ad- 


mitted on December 12, 1935. Diagnosis: iritis 
of right eye; arthritis, right ankle and right 
sterno-clavicular joint; tonsillitis, chronic, and 


prostatitis chronic. 

History: In August, 1935, he had gonorrheal 
urethritis which was treated in a hospital for two 
months when the discharge stopped. He returned 
to work and in about a month he began having 
When he had to do 
him. This 
About a 


pains in his right shoulder. 
much walking his right ankle hurt 
ankle then became swollen and painful. 
week ago his right eye started to pain him and 
became red. His eye is worse now; it runs tears 
and the light hurts it. 

Right eye shows blepharospasm, 
The 


are 


Examination: 
lacrymation and marked ciliary injection. 
swollen and The 
somewhat enlarged and pus can be expressed from 
them. The right ankle is swollen and _ tender. 
There is tenderness over the right sternoclavicular 
No urethral 


iris is discolored. tonsils 


joint with local redness and swelling. 
discharge is present. The prostate is moderately 
large but not very tender. Smears show some pus 
cells but no gonococci. 

Course: The right eye was treated locally with 
hot boric acid compresses and argyrol. Atropine 


was used to dilate the pupil. Large doses of 


salicylates and soda were given by mouth and 
physiotherapy was employed to involved joints. 
The eye showed little improvement in a week. On 


December 19, 1935, hyperpyrexia was tried in the 
at 106° hours. All 
and the following day the iritis 


Kettering machine for five 
pains were relieved 
was better. It entirely receded in less than a week. 
Tonsillectomy was performed on January 2, 1936. 
Subsequently fever therapy was continued twice a 
week for the arthritis. Fourteen short fever bouts 
in the pyrexia zone at about 104° F. were admin- 
istered with the Kettering machine with satisfactory 
effect. The patient was discharged on February 
15, 1936 with the following comment from the 
ward surgeon: “Discharged as fit for duty. Iritis 
was completely cleared up by one fever therapy in 


the hyperpyrexia zone. All signs and symptoms 
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of arthritis have been relieved. Fourteen short 
artificial pyrexies were helpful in bringing this 
about, although the removal of the tonsils must 


also be considered. Prognosis seems favorable.” 


CONCLUSIONS 
Fever therapy seems to be definitely useful in 
When- 
ever foreign protein therapy seems indicated, bet- 
ter and quicker results can be obtained by artificial 
hyperpyrexia. 


the treatment of certain eye inflammations. 


The Kettering hypertherm is an 
efficient machine for administering this fever. It 
has succeeded in hastening the cure of resistant 
corneal ulcers and severe iritis. A striking feature 
in most cases is the prompt relief of pain for which 
the patient is always very grateful. 
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PREGNANCY AND LABOR IN 400 UNMARRIED PRIMIPARAE. 


WILLIAM Bickers, M. D., 
Richmond, Va. 


The Evangeline Booth Hospital located in High- 
land Park admits unmarried primiparae in the sixth 
month of gestation. Patients are discharged six to 
eight weeks post-partum. During the last decade 
four hundred cases have been delivered by the staff. 
These cases are here reviewed. 

Attempt has not been made in this study to prove 
that any preconceived obstetrical opinions have or 
Rather, it is an effort to 
recite the facts in a series of primiparae whose aver- 


have not been confirmed. 


factor which the Phila- 
delphia Survey and others have shown to increase 


age age is seventeen, a 


maternal and fetal mortality. 

The general maternal mortality for the United 
States is seven per thousand live-births. In this 
series it is zero. The general fetal mortality is seven 
per cent. In this series it is 1.5 per cent. Puerperal 
deaths rank third only to tuberculosis and _ heart 
disease as a cause of death in middle aged women. 
These obstetrical deaths are due in order of their 
importance (1) to sepsis; (2) to toxemia; (3) to 
hemorrhage. The Federal Survey showed that these 
deaths occurred in women, ninety-nine per cent of 
whom had inadequate prenatal care. 

The most important cause of death, then, is in- 
fection with the streptococcus. Those conditions 


which experience has taught contribute to it are 
worthy of consideration. 


Puerperal sepsis follows 


most frequently in the wake of trauma to the birth 
canal, prolonged labor with consequent exhaustion 
and dehydration, and in the presence of low hemo- 
globin due either to anemia of pregnancy or acute 
blood loss. The fact that no case in this group ran 
a temperature over 100 degrees for any six days in 
the puerperium and, in fact, only sixteen per cent 
ever went to 100 degrees at any time, must make one 
pause to consider the reason for this conspicuous 
absence of infection. We believe that the short dura- 
tion of labor nine and three-quarter hours, as con- 
trasted with the eighteen hour average primiparous 
labor, as described by Williams, contributed some- 
thing to this low incidence of febrile reaction. 

That eighty-eight per cent of this group were nor- 
mal deliveries also probably played its part in the 
low puerperal morbidity. When one considers that 
forty per cent of the private cases in Philadelphia 
are delivered by operative means, while in this series 
of very youthful primiparae, the forceps operation 
was resorted to in only nine per cent, then one must 
consider the reason for this discrepancy. This low 
operative incidence occurred despite the large num- 
ber of contracted pelves—sixty-eight of the four 
hundred,—a condition which would be expected in 
this group to increase the number of operative pro- 
cedures. Version was done only four times. Labor 
was induced surgically only twice. Caesarean sec- 
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tion was resorted to not at all during a period when fusion was not used in any case. There were no 
th two per cent of all obstetrical cases in Richmond deaths from hemorrhage. 
| hos;:itals were being delivered by the abdominal The third stage of labor gave little cause for con- 
13 } Q g > ; > the aesare?z sect] ‘i © I ‘ 
' mre, and at the time w hen Caes arean section cern, the placenta separating itself as a rule in about 
rea ed a eer om of all deliveries ae « our fifteen minutes. Manual removal was done but once. 
er laree clinics. Despite these wide differences for the ’ ; 
“ ‘ ; > sets ins w Sine sis sn 
om apparent necessity for obstetrical surgery, we find. Three sets of wane weer delivered without resort 
. cae reps s x 
that our posterior positions, breech and transverse '"8 to forceps or version 
me presentations, and other pathological mechanical Syphilis complicating the pregnancy was diag- 
factors were the same or greater in proportion than nosed in three per cent of the cases. All were treated 
those figures published in the current textbooks. with arsphenamine and bismuth. There were no 
“ This predominating note of conservatism in opera- _ still-births in this group. 
er m ° o ‘ 
tive interference was probably carried too far in our Four cardiacs were among the four hundred— 
. € ate 
cases when the vertex appeared on the perineum, three of them with rheumatic mitral stenosis, one 
for here ‘neumy — done ” only one-fifth of with a potent ductus arteriosus. Two had a history 
the cases, while another two-fifths lacerated them- of decompensation and were put to bed. All four 
selves. Although all were repaired with catgut, the yore digitalized and allowed to go into labor. They 
post-partum check-up prior to discharge revealed @ were delivered at full dilatation of the cervix. 
discouragingly large number of relaxations in the ‘ : ; ‘ 
, Now, before concluding, we will briefly review 
lacerated group. All of these conservative measures igus ; 
salle al ; 3 aed ki the five still-births. One appeared as a macerated 
robably played an important part in making puer- : : . ; 
P : iy P ; I ; ii P member of identical twins. The cause of death is 
peral — an unseen entity in this hospital. But, 16+ determined. Another was a congenital defect in 
h more important than all is the fact that the strep- the occiput with herniation of the meninges. Three 
n tococcus probably never found entrance because Of were diagnosed as cerebral hemorrhage. All of these 
I the specialized type of admission to the institution. hemorrhage cases were delivered by forceps and it 
le There were no deaths from infection. is interesting to note that all were originally ROP 
n ; : sos 
Now we come to the toxemias. Hypertension ap-  P0S!tions. 
n . ; ‘ , 
‘ peared as a blood pressure of 140 systolic at some Now, as we review these unmarried girls and 
time in the history of eight per cent of the cases. compare their fate with that of their married sisters 
ec a : . . = . . . 
. These cases had a concomitant albuminuria with in private and metropolitan clinics, what conclusions 
y the usual symptom complex. Rest, fluids, catharsis, ™ay be draw? Shall we dispute the philosophers of 
: diet, brought all of the cases to a happy termination old and say only that the wages of sin is not death ? 
s with the exception of two in whom induction was OF Shall we ask—why this zero mortality and un- 
: ifici ¢ sually low idity? Is > whole 
é performed by artificial rupture of the membrane. usual) ™ puerperal morbidity I the wh so 
TI ; am : answer to be found in the conservative attitude? We 
1ese two prematures survived. There were no cases : ae 
: ; : : think not. Rather, it is to be found in the almost 
- of eclampsia or other severe toxemia, most of the. : F i 
ae ihigaie : ideal prenatal care which these patients received. 
cases falling under the classification of low reserve 2 ee : age 
: f : Housed in one building under the daily supervision 
kidney or pre-eclampsia. In the toxic group there 









occurred one case of ablatio placenta who promptly 
went into labor and solved her own problem. There 
were no toxic deaths. 


Post-partum hemorrhage sufficient to be recorded 
appeared in thirteen per cent of the cases. Williams 
states that sixteen per cent of his cases lose more 
than 600 c.c. of blood. 


neously, was administered routinely after the pla- 


Pituitrin, 1 c.c. subcuta- 


centa. Crude fluid extract of ergot was given for 


the next forty-eight hours in one dram doses. Trans- 


of two nurses seasoned in obstetrical responsibility, 
these girls received without question the diet pre- 
scribed, the rest period ordered, and the physical 
work indicated by their individual requirements. 
Bowel and urinary excretions were daily checked. 
Blood pressures and urine examinations were done 
at regular intervals. Proper out-door recreation and 
careful weight control were prescribed and executed. 
In other words, the daily routine of these patients 
was under absolute control. There was no chance 
to cheat. Their first abnormal symptoms were de- 
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tected and corrective measures instituted. This is 
prenatal care at its best. 
This study, then, confirms only that which all of 


us know—that healthy mothers and healthy babies 


| Janu. ry, 


depend more on ante-natal care than on the i di- 
vidual whims or fancies of the obstetrician at the 
time of delivery. 

1601 Monument Avenue. 





SOME FURTHER OBSERVATIONS OF SULPHUR METABOLISM AS A FACTOR 
IN ARTHRITIS--THE INTRODUCTION OF THE SUGGESTION THAT 
THE ADRENAL FUNCTION AFFECTS SULPHUR METABOLISM.* 


THoMaAS WHEELDON, M. D., 


Richmond, Va. 


The romance of the use of colloidal sulphur in 
the treatment of arthritis started for the writer over 
six years ago and has served him in the treatment 
of over fifteen hundred cases during that time— 
these cases being almost equally divided between the 
hypertrophic, or degenerative, and the atrophic, or 
proliferative, types. 

The writer has looked upon this experimental 
study as a romance because of the unexpected re- 
sults that have been obtained and that continue to 
be observed. 

When he was associated with Dr. Robert Soutter, 
of Boston, before and just after the World War, the 
writer got the impression that Dr. Soutter, while 
conscientiously listening to the patient's complaints 
and examining the joints most carefully, drew his 
most important deductions from a sign which the 
patients did not connect with arthritis at all, namely, 
the condition of the skin. 

The writer has continued to observe, during these 
nineteen years, that, as the arthritic patient im- 
proves, there is likely to be an improvement in the 
cendition of the skin, the hair and the finger and 
toe nails, and it was then not surprising to him 
when a marked change took place in these tissues 
after the administration of colloidal sulphur; and 
when Sullivan published his first work, stating that 
apparently the arthritic patient’s finger nails showed 
a deficiency in sulphur, it rather crystallized an idea 
that had been more or less intangible up until that 
time. So, it cannot fail to be romantic to observe in 
some of the arthritic patients who are improving 
that their hair regains its former quality; that skin, 
unpleasant to touch, becomes soft and pliable and 
loses that sticky, unhealthy sensation, and that 


~ *Read by title before the sixty-seventh annual session of 
the Medical Society of Virginia at Staunton, Va., October 
13-15, 1936. 


finger nails lose some of their coarseness and irregu- 
larity. 

The better quality of these tissues is a thing 
associated with youth, and so resumption of an 
improved condition made it not surprising to find 
other evidence of a younger state. For example, a 
resumption of a sense of euphoria, a better control 
of the central nervous system and a better outlook 
on life, a brighter eve, a more youthful step and, in 
some cases, even a return of almost lost libido. 

While there has been a feeling that arthritic 
patients could be improved by measures to better the 
general condition, the writer does not remember 
having read an article in which a reference was 
made to the fact that the general condition in 
arthritis is arthritis itself, just as much as the affec- 
tion of the joints themselves. And so the writer has 
a distinct feeling that some day we shall not speak 
of arthritis as arthritis, but as a syndrome in which 
all tissues are equally involved. Just what name 
will be given to this syndrome, it is impossible to 
state, but it will have to be at the same time expres- 
sive and inclusive of many factors. 


METHODS OF STUDY 

When the writer, in conjunction with Dr. Rolland 
Main, started his investigations in 1931 (reported 
in his monograph in 1936) in addition to the clin- 
ical findings, studies cf the cystine sulphur as de- 
termined from the finger nails, blood calcium, blood 
sugar, metabolism, sedimentation rates, indican in 
the urine, complete blood analysis—including the 
red blood count, the white blood count, haemoglobin 
and Wassermann,—blood pressure, weight determi- 
nations and X-rays were made, and it was upon 
the findings from these studies, which included the 
treatment of 892 cases, that that paper was written. 
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Since that time, however, it was concluded that more 
biochemical work should be done, and as a result in 
the arthritic department of his practice, a biochem- 
ical department was established, so that at the 
present time, in addition to the above, the chemistry 


of the blood includes an investigation of the non- 
protein nitrogen, urea, uric acid, creatine, phos- 
phorus, total protein, globulin, glutathione, inorganic 
sulphur and total sulphates; and the chemistry of 
the urine includes the investigation of the total sul- 
phur, total sulphates, neutral sulphur, inorganic 
sulphates and the ether sulphates. 


Various authors differ on the normal value of 
these and a bibliography of more than a thousand 
articles reveals few papers that establish a precedent 
to go on. Out of the hazy mass of information, 
however, there seems to come a definite feeling that 
the arthritic patient is one who has a low sulphur 
reserve, that with the administration of colloidal 
sulphur the arthritic signs and symptoms improve 
and, in addition, that the administration of a certain 
adrenal preparation will of its own self improve the 
sulphur reserve; that when this is added to the sul- 
phur therapy the sulphur reserve rises faster than 
when colloidal sulphur alone is administered; the 
administration of the adrenal material makes the 
fall in the sulphur reserve, which is observed in 
some cases when the colloidal sulphur is discon- 
tinued, to be less perceptible. 


TECHNIQUE 

With the institution of the latest experiment, a 
type of colloidal sulphur has been developed. This 
was done that the writer might know exactly 
the amount of colloidal sulphur administered. In 
the colloidal sulphur preparations used in the 
previous experiment, the investigator did not know 
exactly whether the dosage stated contained only 
colloidal sulphur, or whether it contained other 
materials frequently found in such preparations. In 
the material used in the present experiment and 
which the experimenter has termed for his own con- 
venience, “‘new sulphur,” he knows the exact amount 
of colloidal sulphur administered. 


The actual technique of administration has not 
been changed, except that at the present time only 
intravenous administration is used and that the 
material is administered daily, starting with a very 
small dose, which is very gradually worked up to 
a maximum dosage over a period of twenty days. 
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Following this, the maximum dose is given intra- 
venously three times a week. 

The toxicity of this preparation has been worked 
out in animal experimentation, and in the use among 
humans there have been no reactions of any kind, 
either locally or generally, save the complaint of 
slight headache following the administration, in a 
few cases. 


RESULTS 

The clinical findings, fortified by the laboratory 
results, make the writer feel that these unfortunate 
patients are decidedly benefited by the administra- 
tion of colloidal sulphur, intravenously, and adrenal 
cortex orally. The clinical findings are based uopn 
the subjective feelings of the patient, the changes in 
the deformity, the range of motion of joints, changes 
in contracted muscles and tendons, improvement in 
deformity and changes of the local tissues in and 
about the joints. Also are taken into consideration 
changes in the tegmentum, improvement in the 
patient’s sense of well being and improvement in 
the functions of other organs which are not usually 
associated in the disease known as arthritis. ‘The 
laboratory findings show improvement in the sul- 
phur reserve, a trend toward a reduction in blood 
sugar, which may exlpain better healing of tissues 
in some cases, stabilization of the basal metabolic 
rate, a lower sedimentation rate, appearance of in- 
dican in the urine and improvement in the haemo- 
globin, satbilization of the blood pressure, facility 
for obtaining a more normal body weight for the 
patient and a control of an inordinate loss of sul- 
phur from the patient’s system. 


EXPLANATION 

From this experimentation, the writer has set up 
in his own mind an hypothesis that arthritis or joint 
changes constitute one element of a syndrome of 
conditions which are the result of a low sulphur 
reserve; that changes not related now to arthritis 
are really one and the same thing; that many of 
these other factors are those which we now speak 
of as “old age” and are dependent. upon the life 
maintaining principle. The latter items are intang- 
ible: joint changes are tangible. It is for this reason 
that we have in the past allowed the more obvious 
The 
writer further feels that there is evidence that the 


to steer our minds toward the articulations. 


adrenal function controls at least to some degree 
sulphur metabolism; that under normal conditions 
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we assimilate sulphur from the intestinal tract in 
proper amounts and its use is carried on in the 
normal way. Disturbance of the adrenal function 
may set up a condition where assistance is needed, 
at least temporarily, until the adrenal function can 
be coped with. It is his feeling that the colloidal 
sulphur, given intravenously, is not used directly, 
but is excreted into the intestinal tract in an assim- 
ilable form which, for his own use, he has termed 
Form A; that the presence of this assimilable form 
in the intestinal tract not only provides sulphur in 
a state that can be used, but through its catalytic 
action may also cause the assimilation of sulphur 
already present in other forms in the intestinal tract. 
He believes that, with the restoration of the sulphur 
reserve, the joint tissues as well as other tissues are 
put in a condition to resist the factors at the present 
time known as those etiological in the production of 
arthritis, and that with the building up of the sul- 
phur reserve these factors, whether infectious or 
dietary or otherwise, will be brought into control 
and the joints and other tissues be given an oppor- 
tunity to repair themselves. 


| Janu ry, 


SUMMARY 

The sulphur study has been romantic in tha‘ its 
use in arthritis has sprung so many surprises in the 
way of improvement in other tissues. 

The new research of the writer has developed not 
only a type of sulphur which has been, to iim 
at least, more accurate in its dosage, but has |:cen 
accompanied with apparent benefit by the admin- 
istration orally of material from the adrenal. 

For the study of arthritis a complete biochem: 
investigation is necessary. 

The improvement of arthritic patients, clinically 
and from a laboratory point of view, encourages the 
writer in the further use and study of intravenous 
colloidal sulphur and oral administration of adrenal 
material. 

The study of this problem suggests to the writer 
a new theory of the etiology of arthritis and other 
associated conditions. 

The material used in this investigation is a type 
of colloidal sulphur developed for the writer by 
Schieffelin & Company, of New York, who also 
prepared the adrenal extract used. 

318 West Franklin Street. 
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A CASE OF STOMATITIS DUE TO SENSITIVITY TO DENTAL PLATES. 


W. L. WEAavER, M. D., 
Richmond, Va. 


In the June 27, 1936, Journal of the American 
Medical Association, there were reported three cases 
of stomatitis due to sensitivity to dental plates made 
from new synthetic materials other than vulcanite. 
Stomatitis can be caused by plates from vulcanite 
also, the following case being an example: 

Mrs. J. L., aged sixty-six, widowed, was seen by 
me on March 3, 1936, complaining of sore mouth 
and gums for the duration of around two years. She 
stated that the mouth had been sore, that she had 
a slimy, metallic taste in it and at times she noted 
a discharge from her hard palate and from beneath 
the tongue. The trouble apparently was spreading 
in spite of various mouth washes and various medi- 
cal treatments which she had received. 

Her past history was essentially negative and no 
history suggestive of any allergic manifestations 
could be obtained. She stated that she had had a 
biopsy done from the inflamed area in the lower 


gum about one year previous to being seen and that 
a diagnosis of chronic inflammation had been re- 
turned by the pathologist. Physical examination 
was negative except for various senile findings that 
are normally present in a woman of sixty-six. There 
was an area of chronic stomatitis under the tongue 
and extending forward anteriorly to the gums. 
Another area was present from the upper gums eX- 
tending backwards on the anterior one-third of the 
hard palate. 
placed with upper and lower dental plates. 

At this time the false teeth were not suspected 
and she was placed upon a high vitamin and min- 
eral diet, and a mouth wash was given. She did 
not improve under this treatment. Therefore, it 
was decided that a patch test for sensitivity to her 
teeth plates be done. The teeth were moistened and 
placed on the anterior aspect of the forearm and 4 
twelve hour, twenty-four hour and forty-eight hour 


All teeth had been extracted and re- 





rea‘ 
tive 
nite 
the 
of t 


vesl 


tail 
app 
canl 
the 
tests 
mak 


-) 


T 
reau 
mon 


pare 


usec 
vate 
nata 
amo 
litic 
pren 

Ih 
to c 
beer 
cour 
way 
adv: 

Ir 
of I 





its 
the 


not 
‘im 
been 
in- 


ical 


_ the 
10US 
enal 


riter 


ther 


type 
by 
also 


that 

re- 
tion 
that 
here 
gue 


ex- 
the 
re- 


cted 
nin- 
did 
it 
her 
and 
id a 
10ur 








The twelve hour reading was nega- 


rea ng made. 


tive the twenty-four hour reading showed a defi- 
nite area of erythema under the plate, and on the 
the ‘orty-eight hour reading there was enlargement 
of the erythema and also multiple small pin point 
vesicles in the skin. 

Her dentist was called and the information ob- 
tained that these plates, which she had worn for 
approximately five years, had been made from vul- 
canite. The patient was told to discontinue use of 
the plates and her dentist was informed that patch 
tests should be made with plate materials before 
making her a new set of teeth. 


2422 Lamb Avenue. 





Public Health Statistics 
I. C. Riccin, M. D., 


State Health Commissioner of Virginia. 


The report of the State Health Department’s bu- 
reau of communicable diseases, as compiled for the 
month of November, shows the following cases com- 
pared with the same month in 1935. 


1936 19355 
Typhoid and Paratyphoid 34 67 
Diphtheria 235 327 
Scarlet Fever 235 296 
Measles ; 96 124 
Meningitis 19 8 
Poliomyelitis . 6 8 
Rocky Mountain Spotted Fever 0 1 
Typhus Fever 0 2 
Undulant Fever _____- 0 4 
Tularaemia 6 15 
Smallpox 0 0 


WELL-BABy AND PRENATAL CLINICS EXTENDED 

The sum of $15,000 recently was allotted by the 
U. S. Children’s Bureau to the Department to be 
used as an honorarium partially to compensate pri- 
vate physicians for conducting well-baby and _pre- 
natal clinics. Cities will receive one-third of this 
amount. A limited sum is available for antisyphi- 
litic drugs to be used in the treatment of indigent 
prenatals and infants. 

Inasmuch as the money available is insufficient 
to cover the entire Commonwealth, the decision has 
been reached to limit its use to municipalities and 
counties and full-time health departments. In this 
way, a2 maximum return will be obtained by taking 
advantage of existing facilities. 

In a recent letter addressed by the Commissioner 
of Health to all city health officers, the following 
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conditions for participation in this fund were stated: 

1. The plan, in its entirety, must have the ap- 
proval of the local Medical Society. 

2. The honorarium must go only to private phy- 
sicians. 

3. The honorarium shall not be over $7.50 per 
clinic. The exact amount to be expended for each 
clinic is to be determined by the local city health 
officer. 

4. Each clinic must be worth the time and money 
spent on it. 

5. This money has been secured with the under- 
standing that it is to be used only for indigent pa- 
tients. 

The plan was explained in detail to the House 
of Delegates of the Medical Society of Virginia and 
has its approval. 


WATERWORKS SCHOOLS 

Through its bureau of sanitary engineering, the 
Department has been conducting schools to instruct 
waterworks men in modern methods of water treat- 
ment and the protection of untreated supplies. To 
date, eight two-day conferencs have been held in 
Salem, Lexington, Winchester, Danville, Farmville, 
Charlottesville, Norfolk and Norton, with a total 
attendance of three hundred and fifty. Additional 
schools have been planned for Richmond and Blue- 
field. 

This activity has been made possible through the 
cooperation of the League of Virginia Municipal- 
ities, the Virginia Section of the American Water- 
works Association, and the State Division of Trade 
and Industrial Education with the Department of 
Health. 

WPA NoursInc PROJECT 

The present WPA nursing project originated in 
the 1933 CWA program. At that time, the State 
Health Department’s bureau of nursing was given 
direct supervision of this activity. It still remains 
administratively responsible. 

The work has continued on a State-wide basis, 
though those employed on the project now number 
At its peak, 130 nurses were in the 
Many of those previously active have received 


less than fifty. 
field. 
regular employment. 

This project not only has provided work for those 
in need of it, but has been responsible for much 
constructive service. Moreover, it has made com- 
munities more conscious of the value of public health 
work, thereby stimulating them to permanent efforts. 
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Correspondence 


A Correction. 
RICHMOND, VA., 
DECEMBER 2, 1936. 
To THE Eptiror: 

Although I feel honored in being mistaken for 
Dr. William B. Porter, I would like for you to 
correct the following error in the December number. 
The paper at the State Society meeting by Drs. 
Bloom and Porter on “Problems in the Diagnosis 
and Treatment of Peripheral Vascular Diseases” 
was read and discussed by Dr. Bloom and not Dr. 
Porter, the latter being unable to attend the meeting. 

N. BLoom. 


NoTe:—We regret the error reported above, which oc- 
curred in the minutes of the Medical Section on Wednes- 
day Morning, October 14 (page 564 of the December 
issue of the MoNTHLY). This was due to a misunder- 
standing on the part of the reporter of that Section. 





Woman’s Auxiliary 
to the 


Medical Society of Va. 


President—Mrs. FRANKLIN D. Whitson, 
Avenue, Norfolk. 

President-Elect—Mks. 
Road, Richmond. 

Corresponding Secretary—Mrs. C. C. SmitTH, 1219 West 
Princess Anne Road, Norfolk. 


5352 Studeley 


James B. Stone, 15 Maxwell 


Recording Secretary—Mks. F. O. PLUNKETT, 2 Riverview 
Place, Lynchburg. 


Treasurer—Mrs. ReusEN F. Simms, 2502 Hawthorne 


Avenue, Richmond. 


Chairman, Press and Publicity—Mrs. W. AmsBrose Mc- 
Gee, 4107 Kensington Avenue, Richmond. 


President’s Message. 

A Happy New Year to every member of the 
Woman’s Auxiliary to the Medical Society of Vir- 
ginia and a Happy New Year to every doctor’s wife 
in the State who ought to be a member! 

We begin the new year by telling you how much 
we want you to join us and how much we need you. 
Yes, of course, I know that you belong to many 
other organizations carrying on some of the same 
work done by the Auxiliary, and you feel that 
there is duplication of effort and over organization 
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everywhere. I agree with you, but did you ever 
stop to think that the work of the Auxiliary is ‘nore 
closely affiliated with your husband’s profession 
than that done by any other organization? Perhaps 
if you belonged you might help get over to the laity 
some health education your husband has wanted for 
a long time. After all, one of the main aims of he 
Woman’s Auxiliary is to spread the gospel of keep- 
ing well. As doctors’ wives we are very complacent 
and feel that we know pretty much all we need to 
know about health matters, but are we really well 
enough informed to speak intelligently and answer 
questions put to us by the laity? It is the hope of 
the State Auxiliary, and it is recommended by the 
National organization, that each county auxiliary 
have, for itself, some program of study in health 
education. Perhaps, this, year, we might study the 
prevention of syphilis, for we want especially to 
strive to have this taught in the high schools. Who 
could better arouse an interest among mothers to 
request this of their School Boards than a group of 
doctors’ wives armed with facts? I hope each local 
auxiliary with the consent of the local advisory 
council will make an honest effort to have the School 
Board, in its community, include in its curriculum 
for high school students, the teaching of the Preven- 
tion of Syphilis. 

There is much philanthropic work to be done. It 
needs to be done and we will help, but let us be 
known in our communities as a group of women 
alert to every opportunity to promote healthier liv- 
ing—not as a means to increase our husbands’ in- 
come but as a means to saving little children and 
grown-ups too, from many unfortunate illnesses 
which may be prevented by proper information and 
precaution. 

We welcome all new county officers elected since 
the State meeting in October and wish 
Auxiliary a happy and successful year. 


for each 


I feel sure that every doctor’s wife, whether she 
is an auxiliary member or not, will be interested in 
our new project, proposed and fostered by our out- 
going president, Mrs. Fletcher J. Wright. ‘This 
project, the maintenance of a bed in a State Tuber- 
culosis Sanatorium to be used by a physician or 4 
physician’s dependent, will appeal to all of us. 

I hope with this definite appeal and objective we 
will interest many, heretofore, uninterested women, 
who will feel that they would like to belong and 
help in this and other auxiliary activities. 
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How many new members may we welcome in 
19372 We hope you will be among them. 
Sincerely yours, 
RutH PENDLETON HARRISON WILSON, President. 
(Mrs. FRANKLIN D. WILSON). 


Auxiliary to the Medical Society of Alex- 
andria. 

Our auxiliary has presented a health education 
program. Discussions have been made by our local 
doctors on the functions of a health department and 
its benefits to a city. 

Our auxiliary is now laying emphasis on raising 
funds for the local Tuberculosis Association through 
receipts from various entertainments, one of which 
was a musical sponsored by the Woman’s Auxiliary. 

SARA FIFER. 


The Auxiliary to the James City-New Kent 
Medical Society 
Met recently at the home of Mrs. L. V. Hender- 
son, of Williamsburg, with Mrs. A. M. 
President, of Toano, presiding. After old and new 


Snead, 


business was discussed, election of officers for the 
coming year took place and resulted as follows: 
Mrs. T. B. Mrs. J. R. 
Tucker, president-elect; Mrs. J. M. Henderson, 
vice -president: Mis. &.. 1. 


Henderson, president; 


Bell, secretary-treasurer; 


Mrs. L. V. Henderson, publicity chairman; Mrs. 
W. L. L. Smoot, program health education chair- 
man; Mrs. E. T. Terrell, Hygeia chairman; and 


Mrs. J. R. Tucker, exhibit chairman. 

The Auxiliary feels that it has had two very suc- 
cessful years under the splendid leadership of its 
retiring president, Mrs. A. M. Snead, of Toano. 

(Mrs. L. V.) MApnet HENDERSON, 


Re porter. 


Auxiliary to the Accomac and Northampton 

Medical Societies. 

On March 19, 1936, the physicians’ wives of 
Accomac and Northampton Counties organized their 
medical Auxiliary. The officers elected were: Presi- 
dent, Mrs. H. L. Denoon, Jr.; vice-president, Mrs. 
John W. Mrs. Holland 
Trower; and treasurer, Mrs. C. E. Critcher. 


Robertson; secretary, 

The Auxiliary to date has twenty-one paid up 
members. Two meetings have been held besides the 
social meeting in July jointly with the Medical 
Societies. The main project for the year has been 
a gift of pillows and linens to the Northampton- 
Accomac Memorial Hospital. 
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Mrs. G. W. Holland, Mrs. J. Walker Jackson 
and Mrs. J. R. Hamilton were sent as delegates to 
the State Medical Meeting held in Staunton in 
October. 

Dr. J. Mortimer Lynch of Northampton and Dr. 
John W. Robertson of Accomac are on the Advisory 
Council. 

Mrs. E. H. TRoweEr, 
Secretary 


Auxiliary to the Richmond Academy of 

Medicine. 

Our two main objectives for the year are first, to 
increase our membership and second, to have one 
main philanthropic project instead of the many 
which we have had in the past. Of course we ex- 
pect to do our part in the maintenance of a bed in 
a State Tuberculosis Sanatorium to be used by a 
physician or his dependent. Officers for the new 
year are: President, Mrs. W. Ambrose McGee; vice- 
president, Mrs. L. E. Jarrett; secretary, Mrs. J. K. 
Hall; recording secretary, Mrs. R. Angus Nichols, 
Jr.; and treasurer, Mrs. J. O. Fitzgerald. 


Truth About Medicine 


The Nomenclature of Estrus-Producing Compounds.— 
The Council on Pharmacy and Chemistry reports that 
there are at least seven naturally occurring estrogenic 
substances that have been isolated in a crystalline condi- 
tion. As the result of investigations by Butenandt, Cook, 
Doisy, Marrian and their respective associates the struc- 
ture of these and related compounds has been definitely 
established. Two systems of nomenclature have been pro- 
posed; one by Girard using the root “folli-” with suf- 
fixes to indicate the nature of the compounds; the other 
by Adam and his collaborators using the root “oestr-” 
with certain modifications. In view of the importance of 
Edgar Allen’s investigations in opening up the field of the 
follicular hormone and of Doisy’s contributions in isolat- 
ing the first crystalline estrus-producing compound and 
the further fact that the Council has approved theelin as 
a common name, the Advisory Committee on the Nomencla- 
ture of Endocrine Principles considered a proposal to re- 
tain “theel-” as the root for the names of the estrus-pro- 
ducing compounds. However, in view of the fact that the 
system of nomenclature devised by Adam and his collabo- 
rators has been fairly widely adopted among investiga- 
tors, it appeared inadvisable to supplant this system even 
though the new system based on “theel-’ was simpler 
and more nearly in accord with the nomenclature for 
the androgens. Accordingly, the Council, on the recom- 
mendation of the Advisory Committee on the Nomencla- 


ture of Endocrine Principles, decided (1) to adopt the 
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system of nomenclature based on the root estr-; (2) to 
retain theelin, theelol and dihydrotheelin as synonyms for 
the compounds known in the aforementioned system as 
estrone, estriol and estradiol, respectively; and (3) to 
adopt the term estrogenic to describe those compounds or 
extracts which in addition to their other physiologic prop- 
erties produce estrus, and to adopt the noun estrogen as 
the collective term for all the substances having these 
properties. (J. A. M. A., October 10, 1936, p. 1331.) 

The Use of Trichloroethylene for General Anesthesia.— 
Trichloroethylene for use by inhalation in the treatment 
of trigeminal neuralgia is accepted for inclusion in New 
and Nonofficial Remedies. Recently, however, trichloro- 
ethylene has been used as a general anesthetic. The product 
used for this purpose differed from that used in the 
treatment of trigeminal neuralgia. It contained no added 
diluent or stablizing agent and the boiling points were 
more closely defined. The evidence for the usefulness of 
this agent in general anesthesia consists of one experi- 
mental and one clinical report, both by the same group 
of workers. Jackson and his associates claim these ad- 
vantages for trichloroethylene (for anesthesia) : it is safe 
where there is any fire hazard (cautery), because it is 
noninflammable, nonexplosive; the fumes do not spread; 
and it is more pleasant than ether. Its chief danger 
lies in its rapid effect. The clinical report of 300 anes- 
thesias and analgesias included twenty-five dental cases, 
twenty-five cases of removal of venereal warts and 198 
cervical cauterizations. The authors state that as yet 
they have not used trichloroethylene in laparotomies or 
other major surgical procedures (except in experimental 
animals). The Council held that the available evidence 
does not justify the acceptance of trichloroethylene for 
use as a general anesthetic and postponed consideration 
to await (a) solution of the question of potential toxicity 
of decomposition products of the drug and (b) develop- 
ment of the evidence to substantiate the claims for its 
clinical use as a general anesthetic. (J. A. M. A., October 
17, 1936, p. 1302.) 


Book Announcements 


New Books. 
The following are recent acquisitions to the 
Library of the Medical College of Virginia and are 
available to our readers upon request: 


Aye, J—Humour Among the Doctors. 

Bachem, A.—Principles of X-ray and Radium Dosage. 

Baumgartner and Fulton—A Bibliography of the Poem 
Syphilis Sive Morbus Gallicus by Girolamo Fracastoro 
of Verona. 

Bedford, T.—The Warmth Factor in Comfort at Work. 

Christensen, O.—Pathophysiology of Hunger Pains. 

Cobb, S.—A Preface to Nervous Disease. 

Cramer, W.—Fever, Heat Regulation, Climate and the 
Thyroid-Adrenal Apparatus. 

Eggleton, G—Muscular Exercise. 
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Fieser, L. F.—The Chemistry of Natural Product: Re- 
lated to Phenanthrene. 

Garnier and DelaMare—Dictionnaire des Termes — ech- 
nique de Medecine. 

Glass, D. V.—The Struggle for Population. 

Harrison, B. J. M.—Textbook of Roentgenology. 

Johnson, F. E—Economics and the Good Life. 

Laidler, H. W.—A Program for Modern America. 

Langdon-Brown, W.—The Integration of the Endovrine 
System. 

Linton, R—The Proper Study of Mankind. 

Malmberg, C.—Diet and Die. 

M’Gouigle, G. C. M.—Poverty and Public Health. 

Meakins, J. C.—Practice of Medicine. 

Oliver, J. R—The Ordinary Difficulties of Everyday Peo- 
ple. 

Pryor, H. B.—Width-Weight Tables. 

Rolleston, H. D.—The Endocrine Organs in Health and 
Disease. 

Schumann, E. A.—Textbook of Obstetrics. 

Snyder, T. E—Our Enemy the Termite. 

Spaulding, E. G—A World of Chance or Whence, 
Whither or Why? 

Speransky, A. D.—A Basis for the Theory of Medicine. 

Thomas, H.—The Story of the Human Race. 

Weisenburg, T., et als —Adult Intelligence. 

Wollheim and Schauinsland—The Hermannsdorfer-Sauer- 
bruch Diet. 

Worker’s Nutrition 
Labor Office. 

Yearbook of Agriculture. 


and Social Policy—International 


1936. 


Principles of Chemistry. An Introductory Textbook 
of Inorganic, Organic and Physiological Chemistry 
for Nurses and Students of Home Economics and 
Applied Chemistry. With Laboratory Experiments. 
By JOSEPH H. ROE, Ph. D., Professor of Biochem- 
istry, School of Medicine, George Washington Uni- 
versity; etc. Fourth Edition. St. Louis. The C. V. 
Mosby Company. 1936. Octavo of 475 pages. Illus- 
trated. Cloth. Price, $2.75. 

The time allotted to the study of chemistry in 
the nursing curriculum is hardly more than from 
10 per cent to 15 per cent of that required in this 
subject for medical, dental and pharmacy students. 
The preparation of a satisfactory text to cover the 
essentials of inorganic, organic and physiological 
chemistry and laboratory exercises in the forty-five 
to fifty hours given the subject in the nursing cur- 
riculum is, therefore, an extremely difficult task. 

In the fourth edition of Roe’s Principles of 
Chemistry for nurses and home economics students, 
just published by The C. V. Mosby Company, St. 
Louis, Missouri, the author has covered the field 
briefly but as satisfactorily, we believe, as is likely 
to be done. 

In addition to the chapters that we ordinarily find 
in a text of this kind, milk, blood, digestion, meta- 
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bolisin, vitamins, foods, nutrition, internal secretions 
and excretions, are all discussed in separate chap- 
ters. These are brief but are clear, and present the 
subjects in a way that may be readily understood 
by beginners. The style is easy and the review 
questions unusually good. A summary of each chap- 
ter would probably add to the book as a text. 

There are thirty-five laboratory exercises, all well 
Altogether the 
author has made a creditable contribution to the 
teaching of chemistry to the groups for which the 
book has been written. It is impossible, however, 
to complete even this brief presentation of the sub- 
ject in anything like the time allotted. 

What the solution of the problem of chemistry in 
the nursing course is to be is a question that cur- 


chosen and the instructions are good. 


riculum makers have failed utterly to answer. 
W. F. Rupp, Pu. B. 


An Introduction to Public Health. By HARRY S. 
MUSTARD, M. D., Associate Professor, Public 
Health Administration, the Johns Hopkins Univer- 
sity; Director, Eastern Health District, Baltimore, 
Md.; “Lecturer on Public Health and Sanitation, 
the Johns Hopkins Hospital School of Nursing. 
New York. The Macmillan Company. 1936. Oc- 
tavo of 250-xi pages. Cloth. Price, $2.50. 

This is a new book and one designed to help, 
not only the Health Officer and Public Health 
Nurse, but in my opinion, it should be read by 
every physician who comes into contact with any 
disease of a Public Health nature. 

In the first chapter is taken up a very important 
subject and one which is often neglected, namely, 
the background of Public Health work, in which it 
discusses the biology and social background of 
hygiene, medicine and the scientific methods, con- 
tributors to public health knowledge, also medical 
care as a function of Public Health, medical service 
and state medicine. 

In succeeding chapters are such subjects as vital 
statistics in which a model law is discussed and or- 
ganization of a health department. The chapter on 
acute communicable diseases deserves special men- 
tion for its completeness and accuracy of facts. 
Every doctor will find many helpful suggestions 
here. 

Special chapters are given over to tuberculosis 
and venereal diseases, also sanitation, the individ- 
ual and his personal health, childbearing, and its 
relation to Public Health, hygiene of infancy and 
young childhood, school health service with the 
closing chapter taking up the Public Health aspects 
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of certain non-communicable diseases, such as can- 
cer and mental diseases. 
This is an important work on Public Health and 
it cannot be too highly recommended. 
C. L. OuTLanp, M. D. 
Keeping Your Child Normal. Suggestions for Par- 
ents, Teachers and Physicians; with a Critical 
Estimate of the Influence of Psychoanalysis. By 
BERNARD SACHS, M. D., Former President, New 
York Academy of Medicine; President, First Inter- 
national Neurological Congress, Berne, 1931; Direc- 
tor of Child Neurology Research. New York. Paul 
B. Hoeber, Inc. 1936. 12mo of vii-148 pages. 
Cloth. Price, $1.50. 


Anything written by Dr. Bernard Sachs is well 
written and backed by high intelligence and wide 
experience. Would that the same could be said of 
the majority of books on the subject of childhood! 
In no time in the history of the world has there 
been so much poor and even harmful advice dished 
out to parents and teachers. Syndicated columns 
in every newspaper, articles, and advertisements in 
nearly every magazine, the radio, innumerable lec- 
tures, propagandists of various schools, and cults, 
and hundreds of books both cheap and expensive 
attempt to tell us how to rear our children, and in 
spite of all this direction, admonition, and uplift 
we hear that we have the worst children the world 
has ever known. One who attempts to keep oneself 
informed would hardly think there is a normal 
child left in our population. Still Dr. Sachs rightly 
assumes that most children are normal, and ad- 
dresses himself to those in charge of these children 
in an endeavor to keep them normal. Many children 
are only abnormal because their parents and in- 
structors have read and heard too much of psychol- 
ogy, sex trauma, sterilization, birth control, mental 
tests, child guidance, and what not. In Keeping 
Your Child Normal Dr. Sachs has applied common 
sense, a sense of decency, and a sense of proportions. 
And who could do this better than this wise and 
matured neurologist? The only possible disappoint- 
ment this short book could offer is the wish that it 
were longer. In making it short, however, Dr. Sachs 
probably has again shown his wisdom. People have 
been kept in the right path many thousands of years 
by another much shorter document—The Ten Com- 
mandments—and no one has complained of the 
brevity. If more people responsible for children 
would read Dr. Sachs’ little book on normal chil- 
dren, they could save themselves the perusal of a 
vast number of abnormally written printed pages. 

BEVERLEY R. Tucker, M. D. 
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Editorial 








Can We Reduce the Death Rate From Pneu- 
monia in Virginia? 

About six years ago the State of Massachusetts, 
recognizing the serious annual loss of life from 
pneumonia, inaugurated a campaign of early diag- 
nosis, improved medical and nursing care, and pro- 
fessional and lay education. New York followed 
suit and during the past year has been actively en- 
gaged in a campaign to combat a disease which ranks 
third as a cause of death in that state. Measures to 
reduce its incidence,—such as the prophylactic use 
of vaccine, the prevention of common colds, and the 
better care of the human body during the pneumonia 
season,—were canvassed. The greatest effort was 
expended upon popularizing the necessity for better 
treatment. To this end all available knowledge con- 
cerning the care of the disease was disseminated, em- 
phasis being laid upon the value of an early clinical 
diagnosis and an accurate bacterial diagnosis. To 
the profession especially the fact was emphasized 
that although it is generally conceded that skilled 
nursing is one of the most important factors in de- 
termining the outcome in pneumonia many persons 
were being denied it because of its expense. The 
Metropolitan Life Insurance Company some time 
ago demonstrated that half of its policyholders who 
had died of pneumonia had been without it for this 
Oxygen is a valuable adjunct in the mod- 
In cases with cyanosis 


reason. 
ern treatment of pneumonia. 


it is essential. Yet statistics show that very few re- 
ceive the benefit of this extremely valuable ther- 
apeutic aid. Serum therapy is now on a pretty firm 
foundation of proven value. In Type I its use has 
reduced the mortality from 33.6 per cent to 15.7 
per cent; in Type II, from 45.3 per cent to 33.1 per 
cent; in Type VII, from 21.9 per cent to 6.1 per 
cent; in Type VIII, from 28 per cent to 14.3 per 
cent. The campaign in New York State, which still 
continues, is sponsored by the Medical Society of 
the state, the New York Health Department, the 
Metropolitan Life Insurance Company, the Associa- 
tion of Public Health Laboratories, and the Com- 
monwealth Fund. Its object has been enormously 
furthered by grants from the Metropolitan Life In- 
surance Company and by funds voted it by the New 
York State Legislature. 

In Virginia also pneumonia takes a heavy toll of 
human life, with a death rate of between 110 and 
129 per 100,000, the same death rate which has 
alarmed New York and a higher death rate than 
now obtains in Massachusetts. The President oi 
the Medical Society of Virginia, realizing these facts 
and being conversant with the success of other states 
in reducing their pneumonia death rate, has ap- 
pointed a committee from the Medical Society of 
Virginia to study our own pneumonia situation and 
to make a recommendation at the next meeting of the 
Society as to what steps can be taken to reduce our 
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own high mortality. This committee will need the 
support of every physician in the State of Virginia, 
of the State Health Department and of all other 
agencies Interested in the health of our people. Its 
first work will necessarily be fact finding, but it is 
expected that it will bring in some concrete sugges- 
tions that may be applied immediately to the solu- 
tion of our local problem. 


Alcohol in the Curriculum. 

A book on alcohol by a doctor might have been 
popular with the medical profession a generation 
ago, for our forefathers thought a great deal of al- 
Robley Dunglison in 1846, 
for example, stated that it acted as a powerful stim- 


cohol as a medicine. 


ulus and as such was useful in the prevention and 
cure of disease. In 1873 Austin Flint, commenting 
upon the importance of alcohol in therapeutics ad- 
vocated its use “whenever” the great object is to 
keep the patient alive until the disease has reached 
the end of its career and advanced into the stage of 
resolution.” Lauder Brunton in 1898, classified it 
as one of the vascular stimulants and strongly ad- 
vocated its use in the fevers, especially the post- 
febrile collapse common to typhoid and typhus. Its 
use became popular in the treatment of pneumonia 
and pneumonitis, in typhus and typhoid, and in other 
continued fevers. It was employed to “ward off a 
cold” or to “break up a cold.” It was used after ac- 
cidents and injuries and exposure. Within our own 
recollection it enjoved brief but loud acclaim in the 
treatment of diabetes. 

Today alcohol has been stripped of nearly all of 
its reputation as a therapeutic agent and the med- 
ical profession makes very little direct application 
of it except as an external remedy and as a vehicle 
for other drugs. A book on alcohol by a modern 
physician therefore has to be explained. ‘This can 
be done easily in the case of Alcohol and the Habit 
Forming Drugs, by Grant M. Donnelly, M. D., 
since this small volume is not intended for the med- 
ical profession. It is intended for boys and girls 
of teen age and was written for use in the schools 
of North Carolina in the sixth and seventh grades. 


In language clear enough to be understood by the 
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early adolescent, the facts concerning the action of 


alcohol, the alcoholic beverages, and certain drugs 
which may be classed as habit-forming substances, 
are set forth in a simple, interesting and scientific 
way. Beginning with the story of alcohol, its his- 
tory from early Egyptian times, its composition, its 
method of manufacture and its uses, the author pro- 
ceeds to tell about the former use of alcohol in the 
treatment of disease and to explain why that method 
of treatment has now been outmoded, about the effect 
of alcohol on living cells, particularly those con- 
cerned in the circulation of the blood, the tempera- 
ture of the body, the gastro-intestinal, the nervous 
and muscular systems. Without any of the vehem- 
ence of the crusader the author offers his evidence 
to show that “alcohol does weaken the race,’ and 
that its injurious effects may be passed on through 
many generations, that alcohol shortens life, and 
that it promotes insanity, crime and accidents. Such 
an honest presentation of facts should make its im- 
pression upon adolescents and serve an enormously 
useful function in preventive medicine. The ap- 
proval of the medical profession can add immeas- 
urably to its circulation. THE VirciInra MEDICAL 
MoNnTHLY would like to see it introduced into the 
schools of Virginia. 


This Decadent Age. 

A woman was knocked down by an automobile 
the other day. Nothing unusual about that. 

The woman was rushed into a nearby private 
hospital for emergency treatment. Nothing unusual 
about that. 

The woman was successfully treated and aften ten 
days was dismissed from the hospital, cured. Noth- 
ing unusual about that. 

When the woman was presented with a bill for 
$65.00 for room, board, dressings, and general hos- 
pital care, she showed indignation and stalked out 
of the front door declaring that she had been taken 
to the hospital without her knowledge or consent, 
and whereas she admitted that she had been well 
treated and was now well again, she felt no re- 
sponsibility for a bill she had not voluntarily con- 


tracted. Nothing unusual about that? 
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President’s Message 





Special Committees. 
To THE MEMBERS OF THE MEDICAL SOCIETY OF 
VIRGINIA: 

In surveying the varied activities of your Society 
during the past year, as set forth in the reports of 
your committees, you have doubtless noted a de- 
cided broadening of its scope as compared with that 
of only a few years ago. This trend is both proper 
and necessary. No longer is the function of a State 
Society solely that of a forum for the exchange 
of views concerning the diagnosis and treatment of 
disease; many other matters pertaining to health 
must be dealt with. 


We are witnessing profound changes in our social 
structure and it is difficult to predict to what extent 
our activities as physicians will ultimately be af- 
fected. Though we may, as individuals, object to 
what we consider fanciful innovations or unwar- 
ranted intrusions upon our special fields, we are ob- 
liged to admit that present-day endeavors to im- 
prove man’s social status spring, in the main, from 
humanitarian motives. It behooves us, then, to 
adopt an attitude of tolerance and cooperation, in- 
sofar as our principles will permit, rather than one 
of unyielding opposition. Thus we may expect to 
achieve a positive role in shaping mutations that ap- 
pear inevitable; and we may hope, in the changing 
order ahead, to establish and preserve whatever of 
good exists in the present order. 

To this end your Society is exerting every effort 
to maintain contact and harmony between the grow- 
ing number of State, Federal and lay organiza- 
tions for the promotion of health on the one hand 
and the independent practitioner of medicine on 
the other. In the appointment of certain special com- 
mittees, this broad objective has been kept in mind. 

For several years committees have been appointed 
on child welfare and maternal welfare. The need 
for these committees has been questioned, even by 
the members themselves. To my own mind these 
subjects require special attention from your Society 
for very definite reasons. Under the provisions of 
the new National Security Act, the Federal Govern- 
ment allots to the States a considerable sum of money 


to be used for the promotion of child and material 
welfare. This money comes through the State He: |t 
Department, to be applied to the purpose speci 


=> 


a 
ed 
and in a manner to be determined by the Depurt- 
ment and the practising medical profession. It is 
the desire of all concerned that these funds be used 
in the best possible way. ‘To this end, it is essential 
that some group composed of those in touch with 
the problems in these special fields be designated to 
serve in an advisory capacity, both as to the general 
policy to be followed in carrying on the work and 
also as to the results secured. 

On CHILD WELFARE I have appointed the fol- 
lowing Committee: 

Dr. F. D. Wilson, Norfolk, Chairman. 
Dr. J. B. Stone, Richmond. 

Dr. C. E. Conrad, Harrisonburg. 

Dr. W. B. McIlwaine, Petersburg. 

Dr. J. M. Bishop, Roanoke. 

Dr. E. A. Harper, Lynchburg. 

Dr. R. D. Butterworth, Richmond. 
Dr. R. D. Bates, Newtown. 

Dr. L. T. Royster, University. 

On MATERNAL WELFARE the Committee consists 
of: 

Dr. F. O. Plunkett, Lynchburg, Chairman. 
Dr. C. J. Andrews, Norfolk. 

Dr. M. P. Rucker, Richmond. 

Dr. T. J. Williams, University. 

Dr. A. M. Groseclose, Roanoke. 

In accordance with the policy already adopted by 
your Society at its meeting in 1935, a Commrrre! 
TO ARRANGE A PROGRAM FOR THE HEALTH DivI- 
SION OF THE VIRGINIA CONFERENCE SOCIAL 
Work is appointed as follows: 

Dr. Basil B. Jones, Richmond, Chairman. 
Dr. P. W. Miles, Danville. 

Dr. D. C. Wilson, University. 

Dr. W. P. Jackson, Roanoke. 

Dr. Fred P. Fletcher, Richmond. 

Included in the report of this Committee was a re- 
quest from the Virginia Welfare Council that a rep- 
resentative of the Medical Society of Virginia be 
designated as a member of the Council. This report 
was adopted by your House of Delegates and I am 
appointing Dr. Fred P. Fletcher of Richmond to 
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re; resent this Society as a member of the Virginia 
W ifare Council. 

t has been suggested that a committee be chosen 
T. STUDY THE PNEUMONIA SITUATION IN VIRGINIA 
an make a report at the next meeting of the Society. 
Such data as we have concerning this important dis- 
ease have been gathered from other sections of the 
country and may or may not apply to our section. 
While therapeutic endeavor has been in the main 
fruitless in reducing pneumonia mortality, there is 
general agreement that certain measures are of value, 
while others frequently resorted to may be actually 
harmful. I am convinced that an approach to our 
own problem in Virginia includes a thorough survey 
of our own situation as regards the incidence and 
types of the disease and the kind of management 
The ultimate objective of this en- 
deavor is, of course, improvement in treatment with 
reduction in the annual pneumonia mortality. To 
this Commission I have appointed: 

Dr. Wyndham B. Blanton, Richmond, Chairman. 
Dr. Walter B. Martin, Norfolk. 

Dr. H. B. Mulholland, University. 

Dr. P. S. Smith, Abingdon. 

Dr. Harry Walker, Richmond. 

At the last meeting of the House of Delegates a 
motion was adopted that a Committee of three or 
five be appointed by the President To CoNFER 
WITH THE STATE BoarpD OF NurRSES’ EXAMINERS 


now in vogue. 


pertaining to such matters as might be of mutual 
interest to the physicians and nurses and to report 
back at the next meeting of the House of Delegates. 
This Committee has been appointed accordingly 
and is as follows: 

Dr. W. L. Peple, Richmond, Chairman. 

Dr. J. C. Flippin, University. 

Dr. F. S. Johns, Richmond. 

Dr. R. L. Payne, Norfolk. 

Dr. Hugh H. Trout, Roanoke. 


The personnel of the CoMMITTEE TO ADMINISTER 
THE Trust FuNp For Post-GRADUATE CLINICAL 
EDUCATION is automatically provided for in the By- 
Laws, Article IX, Section 1. For this year the Com- 


niittee is: 


*We regret to announce the death of Dr. Hodges since this appointment. 
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Dr. P. St. L. Moncure, Chairman. 
Dr. F. H. Smith. 

Dr. R. D. Bates. 

Dr. J. C. Flippin. 

Dr. I. C. Harrison. 

As an ApvisorY BOARD TO THE WOMAN’S AUXIL- 
IARY I have reappointed Dr. J. Allison Hodges,* 
Chairman, and Dr. F. J. Wright and have added 
Dr. P. St. L. Moncure. 

The WALTER REED CoMMISSION will be again 
headed by Dr. C. P. Jones of Newport News as 
Chairman. The other members are Dr. J. D. Clem- 
ents, Ordinary, Va., and Dr. M. H. Harris, West 
Point. 

Pursuant to a request from the Surgeon General 
of the U. S. Public Health Service, a committee 
from your Society has been formed to deal with the 
problem of syphilis control in the State. It is in- 
tended that this committee “(a) review the avail- 
able information on the syphilis problem in the 
State; (b) cooperate in assembling necessary addi- 
tional information concerning the nature and ex- 
tent of the facilities which now exist for the diag- 
nosis, treatment and public health control of syphi- 
lis; and (c) recommend such supplemental and new 
State and local facilities and measures as seem de- 
sirable in dealing with this infection which is 
nation-wide in its importance and distribution.” 

The Committee is as follows: 

Dr. Ennion S. Williams, Richmond, Chairman. 
Dr. R. DeV. Kimbrough, Norfolk. 

Dr. E. E. Barksdale, Danville. 

Dr. D. C. Smith, University. 

While your committees are expected to devote at- 
tention to their special fields, it is hoped that every 
member of the Society will inform himself concern- 
ing what is being done. It is the desire of the 
several bodies representing you that your views be 
interpreted as faithfully as is possible and I am sure 
that any committee member will welcome any sug- 
gestion or criticism a member may make. 

J. Morrison HutcuHEson, 
President of Medical Society of Virginia. 
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Department of Clinical and Medical Education 
of the 


Medical Society of Virginia 








New Members. 

At the Staunton meeting of the Medical Society 
of Virginia, the new president, Dr. J. M. Hutcheson, 
announced the appointment ‘of the following mem- 
bers of the Department of Clinical and Medical Edu- 
cation: 

Dr. P. St. L. Moncure, Chairman, 
Dr. I. C. Riggin, 

Dr. J. C. Flippin, 

Dr. Lee E. Sutton, 

Dr. John R. Hamilton, 

Dr. G. M. Naff. 

Dr. Moncure, the new chairman, as retiring presi- 
dent of the Society brings to the Department valu- 
able experience gained in that office as well as 
through his extensive practice. Dr. F. H. Smith who 
so ably and earnestly served as chairman of the 
Department during the past year is thus succeeded 
by one who is admirably qualified to carry on this 
important work. Dr. Hamilton of Nassawadox, 
and Dr. Naff of Emporia, succeed Dr. G. F. Simp- 
son and Dr. H. C. Henry. Drs. Riggin, Flippin 
and Sutton continue to serve the Department as rep- 
resentatives of the State Department of Health, Uni- 
verstiy of Virginia Medical School, and the Med- 
ical College of Virginia, respectively. 

The Chairman is planning a meeting of the mem- 
bers early in the New Year. 


Pediatrics. 

The first post-graduate course in pediatrics con- 
ducted by the new clinician, Dr. Jay M. Arena, was 
completed on November 28th. As previously an- 
nounced, the meetings for this course were held at 
Lovingston in Nelson County and at Orange in 
Orange County. The attendance in Nelson County 
was especially good. Every doctor in the county en- 
rolled for the course except one who is retired. In 
Orange County, the total enrollment and attendance 
was larger due to the fact that the physicians of 
Louisa, Madison and Greene Counties were invited 
to attend. Questionnaires received from the doctors 
who attended the course in these two centers indicate 


that the lectures and consultations have been highly 


beneficial. One of the most pleasing results has 


been the increased interest among the doctors in 
the activities of the local Medical Societies. In ad- 
dition to the lectures, clinics, office visits and con- 
sultations, a talk was made before a local parent- 
teacher organization. 

To fill in the short period between November 28th 
and Christmas week, a departure from the usual 
practice was made in offering a more concentrated 
course in Suffolk for the doctors of the city of Suf- 
folk, Nansemond County and Isle of Wight County. 
In this center, two lectures or clinics are being held 
during each of three weeks on Tuesdays and Thurs- 
days. A report received at the end of the first week 
indicated that the interest and attendance in this 
center is growing and that they will be greater than 
expected. 

Evidence continues to be shown that there is a 
very great demand throughout the State for the post- 
The from 
questionnaires indicate that there are more than five 


graduate course in pediatrics. returns 
times as many requests for courses in this subject 
as in all others. 

The Roanoke Academy of Medicine at its Decem- 
ber meeting approved the offering of a course within 
its territory beginning the first week in January. 
Arrangements are now being made for this course. 
No definite schedule has been arranged later than 
February 6th. Local societies wishing a course in 
pediatrics after that date should communicate with 
the Acting Executive Secretary. 


Obstetrics and Gynecology. 

As reported in the last issue of the VircINIA Merp- 
ICAL MONTHLY, a post-graduate course in obstetrics 
and gynecology is now being conducted in Buchanan, 
Dickenson, Russell and The 
meetings which were held for the first two weeks 


Tazewell Counties. 


at Grundy have been changed to Haysi in order to 
enable doctors in Dickenson County to attend with 
less inconvenience. The interest in this center has 
been especially pleasing. 
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Juestionnaires received from those who have at- 
te: ded Dr. Shamburger’s course indicate that his 
us of films and demonstrations have been very valu- 
While lack of clinical 
terial continues to be the most serious handicap, 


e features of the course. 


nsiderable success in overcoming this has been at- 
ained through office consultations and bedside visits 

the clinician with individual doctors. 

Dr. Shamburger has accepted the invitation of the 
Carroll-Grayson County Medical Society to appear 
At that time he will 
present a paper on “The Complications of the Sec- 


on its program December 8th. 


ond Stage of Labor” and show films on the same 
subject. 

With the approval of the Northern Neck of Vir- 
ginia Medical Association, a post-graduate course 


647 
is being arranged to begin January 4th. Lectures 
and clinics will be held on alternate weeks at War- 
saw and Wicomico Church. In connection with this 
course, plans are being made to conduct meetings 
also in the adjoining territory. 

Dr. Shamburger is now preparing a handbook 
on obstetrics and gynecology which we hope will be 
available for those attending his courses shortly after 
Christmas. 

Local societies wishing to arrange for either of 
the clinicians to appear on local programs or to con- 
duct post-graduate courses within their confines 
should communicate with: 

J. A. Rorer, Acting Executive Secretary, 
P. O. Box 1487, University Station, 
Charlottesville, Virginia. 





Proceedings 





of Societies 








The Northern Neck Medical Association 


Held its annual meeting at Montross, Va., on 
October 22nd under the presidency of Dr. Lee S. 
Liggan of Irvington. The doctors gathered for 
luncheon at 1:30 p.m. at the Log House, Wash- 
ington Birthplace, and the meeting was followed by 
dinner at the same place. 

Mr. J. A. Rorer, acting executive secretary of the 
Department of Clinical and Medical Education of 
the State Society, gave information concerning the 
post-graduate courses now being given in the State 
under the auspices of this Department and it was 
decided to have a five weeks’ course in the Northern 
Neck sometime during the winter. 

The following doctors presented papers: Drs. 
Harry Walker, H. H. Ware, and Nathan Bloom, 
all of Richmond; Dr. Blight Harrison, Fredericks- 
R. Moorman, Kilmarnock; and Dr. 
R. E. Booker, Lottsburg. There was a good atten- 


burg; Dr. E. 


dance including a number of visitors from Rich- 
mond and Fredericksburg. 

Officers elected for the coming year are: Presi- 
dent, Dr. E. R. Moorman, Kilmarnock; vice-presi- 
dents, Dr. C. Y. Griffith, Mt. Holly, and Dr. M. C. 
Oldham, Lancaster; and secretary-treasurer, Dr. E. 
T. Ames, Montross (re-elected). The next meeting 
will be held at Heathville on the fourth Thursday 
in May, 1937. 


The Medical Society of Northern Virginia, 

Composed of the Counties of Clarke, Frederick, 
Page, Rappahannock 
held its annual meeting in Winchester on Decem- 
ber 4th. At this time, Dr. George H. Smith of 
Winchester, was elected president for 1937; Dr. 
Harold Miller of Woodstock, vice-president; and 
Dr. J. E. 


secretary-treasurer. 


Warren, and Shenandoah, 


Harris of Winchester was re-elected 


The Louisa County Medical Society 

Is now holding monthly meetings and has a mem- 
bership of nine. At the meeting held at Mineral on 
November the 24th, Dr. W. S. Lloyd of Bumpass 
Dr. T. 
mitted to membership. At this time, also, Dr. H. S. 
Daniel and Dr. H. G. Byrd, both of Louisa, were 
and 


and E. Stanley of Beaver Dam were ad- 


elected president secretary-treasurer, respec- 


tively for 1937. 


The Richmond Academy of Medicine 

Held its annual meeting on December 8th, at 
which time the following officers were elected: 
President, Dr. M. Pierce Rucker; vice-presidents, 
Dr. Karl S. Blackwell and Dr. M. M. Pinckney; 
and secretary-treasurer, Mrs. John L. Burke (re- 
appointed). The reports of officers and committees 
were given for the year and the meeting was fol- 
lowed by a buffet supper. 
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The Halifax County Medical Society 

Held an interesting meeting on December the 
11th at the John Randolph Hotel in South Boston. 
Immediately after the dinner, the special guest, Dr. 
E. C. Hamblen, of Duke University, Durham, 
N. C., spoke on the subject of “The Treatment of 
Functional Uterine Bleeding.” Following this, Dr. 
J. D. Hagood of Clover and Dr. John A. Owen of 
Turbeville presented case reports. 

Dr. D. C. Steelsmith and Dr. Wm. C. Brann, 
both of South Boston, are president and secretary, 
respectively, of this society. 


Roanoke Academy of Medicine. 

At the regular meeting of the Academy held on 
the 7th of December a symposium on “Diseases 
Commonly Encountered in Winter” was presented as 
follows: The Common Cold by Dr. D. B. Stuart; 
Sinus and Mastoid Infection by Dr. Mortimer Wil- 
liams; Influenza and Bronchitis by Dr. Kenneth 
Graves; Pneumonia by Dr. Jerome Natt; Diseases 
of Children by Dr. Roger DuBose; and Tubercu- 
losis by Dr. L. R. Broome. 

Drs. E. B. Neal and Rupert W. Powell, both of 
Roanoke, were recently elected to membership. 

Dr. Fred E. Hamlin is president of the Academy 
and Dr. J. M. Bishop secretary-treasurer. 


The South Piedmont Medical Society 

Met in Danville on November 24th, with the 
president, Dr. J. W. Devine, Lynchburg, presiding. 
The program included a symposium on Diseases of 
the Kidney by Dr. J. J. Neal of Danville, Dr. E. 
A. Harper of Lynchburg, and Dr. Roy W. Up- 





| Janua y, 
church of Danville. Other members presenti ig 
papers were: Dr. J. M. Shackelford, Martinsvil »; 
Dr. E. S. Groseclose, Lynchburg, and Dr. R. ‘jy. 
Garnett, Danville. The invited guests who also re id 
papers were: Dr. H. H. Trout, Roanoke; Dr. Edy in 
P. Lehman, University of Virginia; and Dr. E. 
Hamblen, Durham, N. C. 

’ Dr. J. A. Owen, Turbeville, is secretary of this 
Society. 


The Southside Virginia Medical Association 

Held its regular quarterly meeting in Petersburg, 
December 8th, with D. G. M. Naff of Emporia, first 
vice-president, presiding. Those taking part in the 
program were: Drs. A. I. Dodson, H. Page Mauck 
and W. Ambrose McGee of Richmond; Drs. H. ©. 
Jones, J. B. Jones and Claiborne Jones of Peters- 
burg; Drs. M. H. Todd and Eugene L. Lowenberg 
of Norfolk; and Dr. Wright Clarkson of Peters- 
burg. 

The following officers for 1937 were elected: 
President, Dr. G. M. Naff, Emporia; vice-presidents, 
Dr. W. A. Brumfield, Farmville, Dr. Edward 
Joyner, Suffolk, Dr. Fletcher Wright, Petersburg, 
and Dr. W. J. Ozlin, South Hill; and secretary- 
treasurer, Dr. R. L. Raiford (re-elected), Franklin. 
The executive committee is composed of Drs. W. D. 
Kendig, Victoria, J. E. Rawls, Suffolk, and C. S. 
Dodd, Petersburg. 

There was a large attendance and the program 
was excellent. The business meeting was followed 
by a dinner given by the Petersburg doctors, follow- 
ing which they adjourned to meet again on the 
second Tuesday in March. 





News 





Notes 








Best Wishes 
To All of Our Readers 
For a Happy and Prosperous Year 


The Seaboard Medical Association, 


Of Virginia and North Carolina, held its 41st 
annual meeting in Tarboro, N. C., December 1-3, 
under the presidency of Dr. Spencer P. Bass, of 
that city. The attendance was large, and the pro- 
gram was outstanding in the elaborate use of lan- 
tern slides and other demonstrations and a free 





discussion of all papers. Invited guests were Dr. 
R. A. Vonderlehr, Assistant Surgeon General, U. S. 
Public Health Service;;Dr. J. M. Ruffin, Durham, 
N. C.; Dr. J. Shelton Horsley, Richmond, Va.; 
Dr. Howard A. Patterson, New York, N. Y.; Dr. 
J. Buren Sidbury, Wilmington, N. C.; Dr. A. R 
Shands, Jr., Durham, N. C.; Dr. J. P. Hennessey, 
New York, N. Y.; and Dr. Charles W. Mayo, 
Rochester, Minn. The remainder of the program, 
including a symposium on diabetes, was conducted 
by members of the Association. 
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Mficers elected for the coming year are: Presi- 
dent, Dr. P. St. L. Moncure, Norfolk, Va.; vice- 
prsidents, Dr. R. J. Walker, Jr., Tarboro, N. C., 
Dr. Fred C. Rinker, Norfolk, Va., Dr. Tom Watson, 
Greenville, N. C., and Dr. Albert A. Creecy, New- 
port News, Va.; and 
Clirence Porter Jones, Newport News, Virginia. 
(re-elected). 

[he next annual meeting will be held at the 
Cavalier Hotel, Virginia Beach, Va., December 7-9, 


1937. 


secretary-treasurer, Dr. 


Changes Among Health Officers. 

Dr. J. T. Duncan has been appointed assistant 
health officer for the Alleghany-Rockbridge Health 
District, with headquarters at Lexington, Va., suc- 
ceeding Dr. F. N. Thompson. 

Dr. R. Campbell Manson has been appointed 
assistant to Dr. R. G. Beachley, deputy director of 
Rural Health, in the State Health Department 
office at Abingdon, Va. 

Dr. B. Randolph Allen has been appointed assis- 
tant health officer in the Valley Health District and 
will continue with headquarters at Luray, Va. 

Dr. J. B. Hopkins, of Pound, Virginia, was ap- 
pointed December 21st to the staff of the Depart- 
ment’s bureau of communicable diseases. 

Dr. William F. Wild, Health Officer of the 
Nansemond-Suffolk-Isle of Wight Health Depart- 
ment, recently tendered his resignation to accept a 
position in another jurisdiction. 


Dr. J. E. Copeland, 

Round Hill, Va., celebrated his ninety-first birth- 
day on November the 26th, at which time he was 
the recipient of many good wishes from his friends. 


Dr. Greer Baughman, 

Richmond, Va., has been appointed surgeon to 
the Richmond Fire Department, succeeding Dr. 
W. A. Shepherd who recently resigned. 


Dr. C. C. Freed, 

Waynesboro, Va., has been elected as one of the 
fifteen directors of the Chamber of Commerce of 
that city for 1937. 


Married. 

Dr. Robert Leonard King, Seattle, Wash., of the 
B class of ’28, University of Virginia School of Med- 
icine, and Miss Phoebe Easley Edmunds of Hali- 
fax, Va., December 29. 
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Dr. Paul K. Candler of Emory, Va., and Miss 
Leah Estelle Haynie of Reedville, Va., December 


22. Dr. Candler is a member of the class of °36, 


Medical College of Virginia, and received an ap- 
pointment to the Norfolk General Hospital at 
graduation. 

Dr. George Audney Reynolds and Miss Pearle 
Maupin Young of Fredericksburg, Va., December 
31. Dr. Reynolds, who is a graduate of the Emory 
University School of Medicine in Atlanta, Ga., 
later completed internships at the Medical College 
of Virginia Hospitals and the Norfolk General 
Hospital, and recently located at Bowling Green, 
Va., for practice. 


Lectureship Established 

A lectureship in honor of the late Dr. C. Jeff 
Miller of New Orleans has been established by the 
Southeastern Surgical Congress and it is arranged 
to have these lectures annually during the meetings 
of the Congress. Dr. William D. Haggard, professor 
of clinical surgery at Vanderbilt University at Nash- 
ville has been selected to give the first lecture which 
will be in Louisville next March. 


Dr. James A. Fields, 

Surgeon with the rank of Lieutenant Commander 
in the U. S. Navy, recently stationed at Mare Island, 
Calif., has been transferred to Indian Head, Md. 
Dr. Fields is a member of the class of ’17, Medical 
College of Virginia. 


Dr. J. M. Bishop, 

Roanoke, Va., was elected to fellowship in the 
American Academy of Pediatrics on November the 
28th. 


Dr. Douglas F. Love, 

Class of ’28, Medical College of Virginia, after 
completing a post-graduate course, has located in 
Bramwell, W. Va., for the practice of pediatrics. 
Medical Service Bureau Formed in Rich- 

mond. 

The Medical Service Bureau sponsored by the 
Richmond Academy of Medicine is now prepared 
to operate upon such a scale as interested physicians 
may determine for themselves by their patronage. 
It will be governed by a board elected yearly from 
the Academy membership; Dr. L. T. Stoneburner 
is this year’s president, and Drs. F. P. Fletcher, 
John S. Horsley, Jr., H. H. Ware, and A. C. 


Monroe the other members. The purpose of the 
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Bureau is to assure to the patient due regard for 
his actual economic status and to permit him to ob- 
tain essential medical service upon budgeted terms 
consistent with that status; and to protect physicians 
from becoming the victims of unscrupulous indi- 
viduals who, though able to pay, are constantly 
adopting various subterfuges to avoid doing so. The 
amount of fee charged by the physician is to be a 
direct agreement between the physician and the 
patient. When the patient appears at the Bureau, 
with a card which gives the physician’s consent and 
shows the amount of the bill and the services ren- 
dered, he is required to give all of the data concern- 
ing his financial status, viz., his income, regular ex- 
penses and unusual expenses. From this the Bureau 
helps him to determine how much he can pay each 
pay-day on his bill for medical service. No interest 
is charged the patient and the physician is paid 
each month his pro-rata share of the amount col- 
lected, less ten per cent which will be used for ex- 
penses and to establish a sinking fund. The Bureau 
will be operated conjointly with the group hospital- 
ization office established sometime ago and will be 
under the immediate general direction of Mr. Has- 
kins Coleman. 


Northern Neck Doctors Attend Baltimore 

Meeting. 

Among the large number of Virginia doctors who 
recently attended the meeting of the Southern Med- 
ical Association in Baltimore were the following 
from the Northern Neck section: Drs. Geo. H. 
Steuart of Ottoman, L. E. Cockrell of Reedville, 
C. T. Peirce of Litwalton, and E. T. Ames of 


Montross. 


Dr. and Mrs. E. P. White 

Of Odd, Va., were injured and considerably 
shaken up in an automobile collision in Farmville, 
Va., on December the 3rd. At last reports, both 
were getting along nicely. 


Dr. Nelson B. Sackett, 

Of the Woman’s Hospital, New York City, was 
the guest speaker before the Norfolk County Med- 
ical Society on President’s Night, November the 
30th, his subject being “Carcinoma of the Uterus.” 


Dr. Nathaniel T. Keys, 
Class of 34, Medical College of Virginia, recent- 
ly at Cornwall Hospital, Cornwall, N. Y., has 


[ Janus -y 


located at 140 West Main Street, Goshen, N. 1, 
where he is engaged in general practice. 


Dr. D. Hunter Marrow, 

Boydton, Va., is spending the winter at Daytcna 
Beach, Fla., as has been his custom for a num er 
of years. 


Dr. Joseph M. Hitch, 

Class of ’°33, University of Virginia, recently at 
City Hospital, Cleveland, Ohio, has returned to 
Virginia, and is now resident on dermatology and 
syphilology at the University of Virginia Hospit 


oe 


— 


Medical College of Virginia News 

The Secretary of the Interior, Honorable Harold 
L. Ickes, was the principal speaker at Founders’ 
Day of the ninety-ninth session of the Medical 
College of Virginia, Richmond, on ‘Tuesday, Decem- 
ber 1. At these exercises two P. W. A. aided proj- 
ects, a new central power plant and tunnel system 
connecting the various units of the Hospital Di- 
vision, and a laundry with sewing facilities were 
dedicated, and the corner stone of the new clinic 
and laboratory building, also P. W. A. aided, was 
laid with Masonic ceremonies. Another P. W. A. 
aided project, a dormitory to house the hospital 
house staff and the senior medical class, will short- 
ly go under construction. 

Others who spoke briefly on Founders’ Day were: 
Governor George C. Peery of Virginia, Mayor J. 
Fulmer Bright of Richmond, Colonel Robert T. 
Barton, Jr., Vice-Chairman of the Board of Visitors 
of the college, Mr. G. A. Peple, Jr., consulting en- 
gineer, Mr. Coleman Baskervill, architect, and Dr. 
W. T. Sanger, president of the college, who pre- 
sided. A considerable number of distinguished 
guests were present including representatives of the 
Federal and State Public Works Administration, 
State and City officials, college presidents, and 
other prominent citizens. The program was broad- 
cast over WRVA, Richmond. 

The present building program of the college of 
over a million dollars is being financed by grants 
from the Federal government of approximately 
$400,000.00, a gift to the institution of $300,000.00, 
and the sale of self-liquidating bonds of approx- 
imately $300,000.00. 


Dr. George A. Duncan, 
Recently of the New York Orthopedic Hospital 
and Dispensary, has located in Norfolk, Va., with 
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ofices at 706-8 Wainwright Building. His practice 
wil be limited to orthopedic surgery. 


Dr. Mark Thumim, 
Recently located at Delaplane, Va., announces 
his removal to Parsons, West Virginia. 


Dr. David Pollack, 

Class of °35, Medical College of Virginia, who 
later interned at Beth El Hospital, Colorado 
Springs, has located at Hobgood, N. C., where he 
is engaged in general practice. 


Dr. Fay A. Sinclair, 

Newport News, Va., was again elected president 
of the Tidewater Virginia Fox Hunters’ Association 
at its annual meeting held recently. 


Dr. Nash P. Snead, 

Cartersville, Va., was elected secretary of the 
newly organized Ruritan Club of the Cartersville 
community at a meeting held the middle of De- 
cember. 


Dr. Douglas G. Chapman, 

Of Richmond, Va., by invitation gave a talk on 
“Mechanical Features of the Human Heart” at the 
dinner meeting of the Central Virginia Engineers 
Club in Hopewell, Va., on December 7th. Motion 
pictures were shown in connection with his talk. 


The American Association for the Study of 

Goiter 

Again offers the Van Meter Prize Award of 
$300.00 and two honorable mentions for the best 
essays submitted concerning experimental and clin- 
ical investigations relative to the thyroid gland. 
This award will be made at the discretion of the 
Society at its next annual meeting to be held in 
Detroit, Michigan, June 14, 15, and 16. 

The competing manuscripts, which should not 
exceed 3,000 words in length, must be presented in 
English and a typewritten double spaced copy sent 
to the Corresponding Secretary, Dr. W. Blair 
Mosser, 133 Biddle Street, Kane, Pennsylvania, not 
later than April 1, 1937. Manuscripts received after 
this date will be held for competition the following 
year or returned at the author’s request. 


News from Jefferson Medical College. 
Robert P. Hooper has been elected President of 

the Board of Trustees of The Jefferson Medical 

College of Philadelphia. New members of the 





Board are Brandon Barringer and Franklin Spencer 
Edmonds. 


Dr. W. M. Phipps, 

Hopewell, Va., has been elected as one of the 
directors of the Kiwanis Club of that place for the 
coming year. 


Dr. Lewis M. Allen, 

Winchester, Va., has been named as chairman of 
the executive committee of the Shenandoah Apple 
Blossom Festival to be held in Winchester next 
Spring. 


Dr. Mason Romaine, 

Petersburg, Va., has been elected as one of the 
vice-presidents of the Petersburg Coédperative Con- 
cert. Association, the purpose of the committee being 
to bring to that city outstanding artists in the world 
of music. 


The New York Alumni Association, Medical 

College of Virginia, 

An active organization in New York City, had 
Dr. W. T. Sanger, President of the College, as their 
special guest at the meeting on December the 10th. 
Dr. Sanger presented motion pictures, showing the 
buildings and telling of the activities of the College. 

Dr. Lewis J. Friedman, class of ’12 of the former 
University College of Medicine, and Dr. Garrett 
Dalton, class of ’28 of Medical College of Virginia, 
are president and secretary-treasurer, respectively of 
the Association. 


Dr. Beverley R. Tucker, 

Richmond, Va., was elected president of the 
Association of Seaboard Air Line Railway Surgeons 
at its annual meeting held in Havana, early in De- 
cember. 


Dr. Charles Oliver Moody, 

Class of ’31, Medical College of Virginia, recent- 
ly resident physician at Sealy Hospital, Santa 
Anna, Texas, opened offices on January the Ist in 
Coleman, Texas, for the practice of medicine with 
special reference to obstetrics. 

For Sale— 

Sanatorium ideally located. Suitable for mater- 
nity, nervous and mental, or convalescent cases. 
Price reasonable and terms liberal. (See advertising 
page 2). For further information, communicate 
with Douglas E. Taylor, Real Estate, 815 East 
Franklin Street, Richomnd, Virginia. (Adv.) 








Obituary Record 


Dr. James Allison Hodges, 

A former president of the Medical Society of 
Virginia and one of the best beloved physicians in 
Virginia, died December the 15th at the home of 
his neice in Dunn, N. C., where he had been living 
since the death of Mrs. Hodges in the late summer. 
Dr. Hodges was a native of North Carolina and 
seventy-eight years of age. He graduated in med- 
icine from the University of Virginia in 1883 and 
later took post-graduate courses in New York City 
and abroad. After practicing for a time at Fayette- 
ville and Wilmington, N. C., he moved to Rich- 
mond at the time of the opening of the former Uni- 
versity College of Medicine and was active in the 
work of that school, having filled many positions in 
this institution. As a specialist in nervous and men- 
tal diseases, he established the Hygeia Hospital in 
Richmond in 1903 and operated it until 1920 as a 
private institution. 

Dr. Hodges was connected with a number of 
medical organizations and held positions of honor 
in most of these as he was ever active for the ad- 
vancement of medicine. In this connection, he was 
one of the promoters of post-graduate medical edu- 
cation for practicing physicians in Virginia. Though 
in bad physical shape because of a serious heart 
ailment, he had only recently consented to serve 
another term as chairman of the Advisory Board 
from the State Society to the Woman’s Auxiliary— 
a work in which both he and Mrs. Hodges were 
deeply interested. Through his active participation 
in medical, social and civic affairs, his influence will 
long be felt in this State. 


Dr. Austin Flint Wood, 

Parksley, Va., died November 28th, after an 
illness of several weeks. He was fifty-six years of 
age and a graduate of the former University College 
of Medicine, Richmond, in 1898. Dr. Wood had 
been a member of the Medical Society of Virginia 
for twenty-three years. His wife and several chil- 
dren survive him. 


Dr. Benjamin Morrison Rosebro, 

Prominent pediatrician of Richmend, Va., died 
of pneumonia on December 17th. He was a native 
of Mossy Creek, Va., and fifty-nine years of age. 
Dr. Rosebro graduated from the Medical College of 
Virginia in 1908 and had practiced in Richmond 
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since that time. He had taken a prominent part 1 
work and church in tle 
several medical societies in which he held memb¢ 

ship. He had been a member of the Medical Socie’ y 
of Virginia for about twenty-five years. Dr. Roseb o 


charitable interests and 


is survived by his wife and a daughter. 


Dr. William A. McGowan, 

Who for thirty-four years was in active practi: 
in Richmond, Va., died December 7th in a Was! 
ington, D. C., hospital where he had been under 
treatment for more than a year. In 1935 he sui- 
fered a stroke while driving his car and had been 
totally incapacitated since that time. Dr. McGowan 
was born in Richmond in 1875 and graduated from 
the Medical College of Virginia in 97. He served 
as first lieutenant in the Medical Corps of the Arm) 
during the World War. Dr. McGowan was a past 
grand knight of the Richmond Council, Knights of 
Columbus, and a past president of the McGill 
Catholic Union. He had been a member of the 
Medical Society of Virginia for thirty-eight years. 


Dr. John James Nelson, Jr., 

Columbia, Va., died suddenly of heart trouble 
on December the 4th, at the age of forty-eight years. 
He graduated from the Medical College of Virginia 
in 1913, and was formerly a member of the Med- 
ical Society of Virginia. He is survived by two 
sons, his mother and several brothers and a sister 


Dr. Charles Metcalfe Byrnes, 

At one time connected with the faculty of the 
Department of Medicine of the University of Vir- 
He 
was a native of Mississippi and had received his 
medical edcuation at Johns Hopkins University, 
Baltimore, from which he graduated in 1906, At the 


ginia, died suddenly on November the 29th. 


time of his death, he was associate in neurology at that 


institution. His wife and a daughter survive him. 


Dr. Willis F. Manges, 

Professor of Roentgenology at Jefferson Medical 
College of Philadelphia, died on November 24, 
1936, at the age of fifty-nine. 


Dr. Morton Leonard Dudley, 

Roanoke, Va., died December 17th, after a long 
illness. He was fifty-two years of age and a grad- 
uate of the College of Physicians and Surgeons, 
Baltimore, in 1905. Dr. Dudley was associated with 
the Relief and Pension Department of the Norfolk 
and Western Railway at the time of his death. 
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